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PR f c ES ON ABBOTT VITAMIN 
PRODUCTS RADICALLY REDU CED 


AUGUST 2,1937 =z 


Now! Retail Prices of Haliver Oil with Viosterol 
Capsules 27 to 34% Under Former Prices 
>k >k * 


Other Abbott Vitamin Products 
similarly reduced 


Now, price no longer is an obstacle to any 
of your patients in obtaining Abbott's 
Haliver Oil Plain and with Viosterol 
which are backed by every worthwhile guar- 
antee of full vitamin content and quaiity. 

It is no secret that in the past deficient 
vitamin products have been offered for sale. 
As so often is the case where differences in 
quality can’t be readily told by simple tests 
such as weight, taste, smell, appearance, 
price all too often decides the purchaser’s 


choice. Now, with these reductions in effect, 


S, 


treacherous price differences are removed. 
Many of your patients—especially budget- 
minded mothers and fathers with several 
small children requiring a vitamin A and D 
supplement routinely —will be glad to know 
of this reduction in price. Prescribe routinely 
for growing children . . . to protect mother 
and child during pregnancy and lactation 
. and for all others who for any reason 
may require extra amounts of these impor- 


tant vitamins. Boxes of 25, 50, 100 and 250 


3-minim capsules and various sized vials. 


ABBOTT’S HALIVER OIL 
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EDITORIAL 


Dr. 


HOSE who feel that a man must have some 

kind of “pull” or “luck” in order to reach the 
high places in the medical profession, will 
find something to think about in the story 
of Dr. Kerr, who was chosen as president- 
elect of the American College of Physicians, 
at its recent meeting in St. Louis. 

Born on a farm in western Iowa near the 
town of Blencoe, on the bottomlands of the 
Missouri river, of a Scotch-Irish father and 
a Pennsylvania Dutch mother, April 30, 1889, 
William attended a one-room country school 
until he was twelve years old, when his 
parents, whose motto was “An education is 
something no one can take from you,” moved 
to Pasadena, California, and put the boy in 
school. 

Three years later, it became necessary for 
them to return to Iowa, so William went 
along and worked for a year in his father’s 
country store. But education and California 
called the lad so loudly that, after a year, 
he went west again, where he lived with 
relatives, completed the four-year course in 
the Los Angeles High School in two and a 
half years, with high honors, and worked 
in hotels to earn his expenses. 

In 1908 he went to the University of Cali- 
fornia, at Berkeley, where he worked his way 
through to his B.S. degree in 1912, washing 
bottles, feeding mice, gardening, running a 
steamship agency, and working in hotels 
during vacations. This hotel work was really 
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a part of his education, for there he learned 
about people. 

His next step was to Harvard University 
Medical School, where he was graduated, 
near the head of his class, in 1915, as a 
Doctor of Medicine, and was chosen for first 
place as intern at the Massachusetts General 
Hospital. The next year, as traveling fellow 


._ in research medicine of Harvard Medical 


School, he went to study with Dr. George 
H. Whipple, director of the Hooper Founda- 
tion for Medical Research, at San Francisco. 

His Country called him, along with thou- 
sands of others, in 1917, and he rose to the 
grade of major in the Army Medical Corps, 
serving for two years at Camp Lewis, Wash- 
ington—one year as head of the cardiovas- 
cular board, and one as chief of the medical 
service. 

When the War was over, Dr. Kerr started 
on his teaching career at the University of 
California Medical School, where he served 
as instructor, assistant professor, associate 
professor, and professor of medicine, which 
last-named position he now holds. He is 
also physician-in-chief at the University of 
California Hospital and consulting physician 
at the San Francisco City and County 
Hospital. 

Dr. Kerr is a fellow of the A.M.A. and a 
member of its constituent societies; a fellow 
of the American College of Physicians (a 
regent for several years); and a member of 
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the Academy of Medicine of San Francisco, 
the Society of Endocrinology, the Associa- 
tion of American Physicians, and other pro- 
fessional organizations. 

As a man he believes in straight shooting— 
doing nothing to the other fellow that you 
wouldn’t want him to do to you. As a 
teacher, he makes up his mind where he is 
going to take his classes, and then takes them 
there, so that the younger men in medicine 
will be able to build fires under the coat- 
tails of their seniors. In his leisure hours he 
works in his garden, plays golf, and studies 
the comparative anatomy of the heart. 

Here is a man whose “pull,” originating 
within himself, has raised him to an enviable 
position, and whose “luck” has been 99- 
44/100 percent hard and sincere work. He 
knows men; he knows medicine; his term 
of office as president of the A.C.P. is bound 
to be successful. 


eo 
Diligence is the mother of good fortune.—CrRvantTes. 
- > — — —_ 
The Birth Control Committee 
Disbands 


T™ work of the National Committee on 

Federal Legislation for Birth Control be- 
ing done, and well done, the organization 
has therefore been dissolved. The action of 
the American Medical Association has 
strengthened the cause of birth control, al- 
ready victorious through the clarification of 
the Federal “Comstock” statute. 

Mrs. Sanger’s education as a trained nurse 
made her see, more than twenty years ago, 
that birth control was a medical and technical 
problem, over and above everything else, and 
she has steadily and consistently fought for 
medically directed clinics, for medical sup- 
port, and for medical endorsement and 
recognition. 

The U. S. Circuit Court of Appeals for 
the Second Circuit handed down a decision in 
a test case on November 30, 1936, stating that 
the design of the Federal Comstock statute 
“was not to prevent the importation, sale or 
carriage by mail of things which might in- 
telligently be employed by conscientious and 
competent physicians for the purpose of sav- 
ing life or promoting the wellbeing of their 
patients.” 

The American Medical Association, at its 
recent annual Convention in Atlantic City, 
unanimously adopted the report of its Com- 
mittee to Study Contraceptive Practices, by 
action of its House of Delegates, on June 8. 
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The Committee recommended the teaching of 
contraception in medical schools, the investi- 
gation of materials, devices and methods, and 
the clarification to physicians of their legal 
rights in relation to the use of contraceptives. 

The educational work of the birth control 
movement will be carried on by the Birth 
Control Clinical Research Bureau of New 
York, of which Mrs. Sanger is the director. 

Os cetciinemare 


The capacity to endure delay distinguishes man from 
the animals.—Epwarp GLOoveER. 


————_@e————_- 


Tax Exemption for Human Upkeep 
LARGE part of the tremendous price we 
are now paying for the privilege of be- 

ing governed is paid out of income taxes. 

No income, no taxes! If a man’s income 

ceases or becomes impaired, he ceases to be 

an income tax payer, or becomes so to a less 
extent. 

Realizing this, the Government allows the 
manufacturer, merchant, and professional 
man to deduct from his taxable income such 
sums as are necessarily spent in transacting 
his business, together with a reasonable 
amount for maintenance, repairs, and depre- 
ciation of the physical set-up which permits 
him to earn an income and be a direct tax- 
payer. 

Millions of our citizens, including the vast 
army of the “white collar workers,” are not, 
however, in the classes to which such deduc- 
tions are granted. Their only apparatus for 
earning a living is their physical bodies and 
their brains. If these break down and have 
to undergo repairs, their income ceases dur- 
ing such periods, and their value as taxpayers 
is more or less seriously impaired. 

The Health Digest for June, 1937, in spon- 
soring the Health Guild of America, suggests 
that it would be a matter of justice—and 
also sound business—to permit our citizens 
to deduct from their taxable incomes such 
sums as they have necessarily spent during 
the year for medical, surgical, and hospital 
services and for medicines, which were 
necessary to keep their physical bodies (in- 
cluding their brains) in as good working 
condition as is possible, so that their incomes 
(and their taxes) might be maintained at as 
high a level as is practicable. 

Since the Constitution was amended, some 
years ago, to permit the levying of income 
taxes, all that would be necessary to bring 
about this suggested change in exemptions 
would be a congressional enactment modify- 
ing the income tax laws. This suggestion 
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appears far more reasonable than much of 
the legislation which has been passed during 
recent years. 

Those who feel that this is a sound idea, 
worthy of serious consideration, might write 
to the Guild, at the National Press Building, 
Washington, D.C., for further information and 
suggestions as to what they can do about it. 


o—_-—- 


Unless truth vindicates itself in practice, it easily 
viips into futile dogma.—Jonn Dewey. 


iain 


Physiology, the Basis of Medicine 

As physicians, our primary concern is to 

restore to normal conditions a human 
organism whose functions are more or less 
seriously disturbed, in one way or another. 

To be sure, it is important for us to know 
anatomy, but this knowledge is valuable to 
us only as it enables us to correct perverted 
functions. The patient with six fingers or 
toes, with dextrocardia, with a single horse- 
shoe kidney, may go through life without 
experiencing any interference with his activi- 
ties as a result of his anatomic peculiarities. 
It is only when these interfere with his func- 
tions or with our efforts to correct some 
maladjustment to his environment that such 
matters become important to us as physicians. 

It appears obvious that we must have a 
broad and deep knowledge of physiology— 
the science of normal human functions—be- 
fore we can readily and accurately recognize 
and evaluate those departures from the nor- 
mal which we recognize as disease. 

At present, a large part of the time of the 
undergraduate and the graduate students in 
medicine is being devoted to the study of 
pathology—the science of perverted structure 
and function—and such study is valuable and 
necessary; but it is impossible to gain a bal- 
anced and accurate conception of abnormal 
conditions in the structures or in their work- 
ings unless we have a clear idea of how 
these structures look and work when they 
are in a normal condition. 

It is, moreover, entirely possible to overdo 
this matter of pathology and, as Dr. Ray Ly- 
man Wilbur says, we devote so much time 
to the study of the secretions and extracts 
of patients that we lose sight of the fact that 
they are human beings, appealing to us for 
assistance in getting well, and not mere 
aggregations of “material” to facilitate our 
delightful and profitable excursions into the 
realms of pure science. 


PHYSIOLOGY 
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Too many practitioners have a tendency to 
throw aside or skim over the articles in the 
journals dealing with the newest discoveries 
in physiology, and to neglect the perusal of 
their textbooks on this subject, for the more 
“practical” study of treatises on the applica- 
tion of medical and surgical therapeutic 
measures. These latter studies are, of course, 
essential—they are the very superstructure of 
our professional edifice—but if the founda- 
tions upon which they are builded are in- 
secure, what can we expect when the storms 
of doubt and difficulty assail the walls? 


As undergraduates, we learned the normal 
operations of the respiratory, the digestive, 
the renal, the cutaneous and other systems 
of the body, as they were then known. How 
much of that knowledge can we now recall, 
sufficiently well to depend upon it in making 
a diagnosis? How much of it has been ren- 
dered obsolete by recent investigations? How 
familiar are we with the functions of the 
liver, the nervous control of the heart, or the 
endocrine organs, as they are understood 
today? 


Then, again, how far have we correlated 
our books on physiology with the findings of 
the laboratory and with the things we see 
in the examining room and at the bedside? 
How clearly are we convinced that, if a pa- 
tient is conscious of the operation of his 
organs they are not functioning in a per- 
fectly normal manner? How much, in fact, 
do we know about clinical physiology? 


Nor must we get the idea that all of physi- 
ology can be learned in the laboratory, by 
the study of decapitated cats and hepatec- 
tomized dogs. Man does not consist wholly 
of the physical machinery which corresponds 
to that of the lower animals and which can 
be investigated in the deadhouse. He has 
an emotional and a mental nature which, 
we are now coming to realize, can, and fre- 
quently do produce as profound alterations 
in his adequacy to cope with his environ- 
ment as those brought about by the causes 
which we can demonstrate with the micro- 
scope and the test tube. 

If, then, we would be physiologists in the 
broader and more modern sense, we must 
be, to a considerable degree, psychologists 
and sociologists, as well as laborers in the 
various laboratories of physical and chemical 
research. 


We must even go so far as to recognize 
that those intangible and, at present, ill-de- 
fined influences which, for want of a better 
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word, we call “spiritual,” may exert profound 
effects upon a person’s wellbeing, and we 
must diligently study to find out if, per- 
chance, we can not, in some manner, so 
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how to desensitize the worst sufferers and 

treat all who are thus affiicted. 
Immunization and specific treatment are 

now well established, and the materials for 


modify these influences 
as to enable the man to 
return to a state of 
equilibrium. 

The study of physi- 
ology, as seen by the 
light of the twentieth 
century, is, indeed, a 
tremendous and a noble 
undertaking, and the 
mastery and application 
of even a part of its 
teachings is an adequate 
and worthy endeavor to 
engage a man’s lifetime 
for, if seen with the eye 
of understanding and 
applied by one whose 
heart is warmed by hu- 
man sympathy, these 
teachings will enable us 
to diminish the sum of 
human misery, to for- 



































































































































NEXT MONTH 


Dr. Willard J. Hans, of St. 
Louis, Mo., will discuss the use 
of ozone and its derivatives in the 
treatment of arthritis, with case 
reports. 

Dr. Samuel Kahn, of Atlanta, 
Ga., will present some interesting 
immunologic aspects of neuras- 
thenia. 


Dr. Michael L. Levin, of New 
York City, will describe the suc- 


cessful treatment of a severe x- 
ray burn of the forehead. 


COMING SOON 


“Recurrent Dislocation of the 
Shoulder,” by Lane Bruce Kline, 
M.D., F.A.C.S., Newington, Conn. 


“Spinal Segmental Desensitiza- 
tion by the Intraspinal Injection 
of Alcohol,” by Elias Lincoln 
Stern, M.D., F.LC.A., New York 


carrying out such ther- 


apeutic efforts are 
readily and generally 
available. These meth- 
ods consist of the oral 
administration, in grad- 
ually increasing doses, 
of extracts or tinctures 
of the poisonous plant 
or plants to which the 
patient has been or is 
likely to be exposed, or 
of intramuscular injec- 
tions of the highly puri- 
fied toxic principles of 
the specific plants, or of 
both together.* 
Immunization or de- 
sensitization, if properly 
carried out, generally 
lasts through a season. 
Specific treatment is 





ward the march of hu- City. 
man progress and, per- 
haps, to come a bit 
nearer to understanding that stupendous 


mystery which we call God. 





a 
Drudgery is as necessary to call out the treasures 


of the mind as harrowing and planting for those of 
the earth.—Marcaret Futver. 


Ivy Poisoning 

At this season of the year, when many 

people are, very wisely, spending as 
much time as possible in the woods and fields, 
physicians are apt to see a good many cases 
of ivy poisoning, or dermatitis due to con- 
tact with Rhus toxicodendron, R. diversiloba, 
R. venenata, or other irritating plants. It 
will, therefore, not be amiss to refresh the 
memory regarding the treatment of this 
simple, but sometimes very distressing dis- 
order. 

Many people (probably a majority) are 
more or less immune to this skin poison, but 
some are so sensitive to it that exposure 
practically incapacitates them; and _ since 
these plants are of practically universal dis- 
tribution, all general clinicians should know 
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generally effective very 
promptly — within from 
six to twelve hours. 

All physicians in gen- 
eral practice should have at least a small sup- 
ply of these preparations on hand throughout 
the dangerous season, to be ready for emer- 
gencies. Those who are not so prepared must 
turn to one or more of the many nonspecific 
remedies recommended for this condition, all 
of which should be preceded by vigorous 
cleansing of the affected parts with suds 
made, preferably, from a strongly alkaline 
soap, followed by swabbing with alcohol. 

Among the most readily available remedies 
which have been helpful in many cases are: 
Equal parts of lime water and sweet spirits 
of niter; hot saturated solution of magnesium 
sulphate; and strong solution of sodium hypo- 
sulphite (photographers’ “hypo”). 

Physicians who are eager to make friends 
and increase their practices will be prepared 
to treat these distressing conditions in the 
most effective manner. All doctors must be 
ready to do something of value for these 
sufferers, without delay. 


*Both forms may be procured from the National 
Drug Co., Philadelphia, and from the Cutter Labora- 
tory, Berkeley, Calif.; extracts for injection, from 
Sharp and Dohme, Philadelphia, and Lederle, New 
York. Others also may now be supplying these medic- 
aments. 
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Early Diagnosis and Treatment of 


Peripheral Occlusive Vascular Disease* 


By Theodore Kaplan, M.D., New York City 
Clinical Assist. Visiting Phys., Gouverneur and Bellevue Hospitals 


ces than 80 percent of patients suffering 
from vascular insufficiency of the ex- 
tremities suffer from organic vascular oc- 
clusion. The great majority of these cases is 
due to arteriosclerosis, with or without dia- 
betes, and a lesser number to thrombo- 
angiitis obliterans. 


Unrecognized and untreated cases of arterial 
occlusion result in untold suffering and pro- 
longed disability and may terminate in gan- 
grene of a digit and loss of an extremity. A 
condition that can produce such disastrous re- 
sults must be recognized early and treat- 
ment instituted promptly. Early recognition 
is important, because the application of sim- 
ple therapeutic measures will usually prevent 
gangrene. 

A careful history frequently reveals that 
the patient has had symptoms prior to the de- 
velopment of trophic disturbances—the con- 
dition that usually brings the patient to the 
physician. Some attribute their troubles to 
exposure to cold, others to trauma, some to 
the paring of a corn, and some to the for- 
mation and breaking of a blister after wear- 
ing a new pair of shoes. In others, a painful 
great toe is treated as an ingrown toenail, 
with subsequent failure of the wound to heal. 
There then may develop an ulcer, infection, 
or gangrene. Once gangrene has developed, 
a long period of disability follows, economic 
loss ensues and, in some instances, there is 
loss of limb, and occasionally loss of life. 


It is manifest, then, that if individuals suf- 
fering from vascular occlusion can avoid 
any damage from trauma, exposure to cold, 
and infection, they can be spared needless 
pain, suffering, and expense. 


The early diagnosis of arterial obstruction 
is a simple matter in most cases, and does 
not require elaborate instrumental methods. 

A careful history must be obtained, and the 
presence of diabetes or vascular trouble in 
the family should be noted. Inquiries should 


*Read before the Clinical Society, outpatient depart- 
ment, Gouverneur Hospital, Nov. 10, 1936. . 


be made concerning the number of cigarettes 
smoked. The history should go into such 
symptoms as phlebitis, chillblains, frostbite, 
rheumatic pains, fatigue, pains at night, pains 
at rest, coldness of the feet or toes, numb- 
ness, tingling, and burning of the feet. The 
presence or absence of intermittent claudica- 
tion should be ascertained. This condition 
is usually described as a pain that develops 
after taking a certain amount of exercise, 
especially walking. It is relieved by rest and 
reappears when exercise is resumed. As 
the condition progresses, the time required 
for the cramplike pain to appear becomes 
less and less. 


Physical Examination 

The patient is then examined on a table 
in the horizontal position, in the presence of 
good illumination, with the extremities ex- 
posed. The color of the extremities in the 
horizontal position, the presence of atrophy, 
ulceration, nail dystrophy, and the distribu- 
tion of hair growth are recorded. 

The extremities are then examined in the 
elevated position and plantar ischemia is 
looked for. This ischemia can be brought 
out more prominently if the patient is asked 
to flex and extend his feet, using the ankle 
joint as a pivot.! In the dependent position, 
the time required for the veins to fill and 
the appearance of rubor are noted. In the 
normal individual, the time required for veins 
to fill, after having been emptied, is from two 
to seven seconds.” In the presence of arterial 
obstruction, the time may be as long as two 
minutes. 

Having inspected the extremities in the 
different positions, they are next palpated to 
note any differences in the texture of the 
skin, differences in temperature and in the 
state of the arterial pulsations. The skin is 
studied to see whether it has its normal tex- 
ture and whether it has lost its elasticity. 
The temperature is obtained by palpating 
symmetrical areas of the extremities with 
the dorsum of the hand, and the differences 
are noted. 
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The Pulses 

The pulses of the lower extremities—the 
femoral, popliteal, anterior tibial, posterior 
tibial, and dorsalis pedis arteries—are pal- 
pated and their condition recorded. In the 
upper extremities, the axillary, brachial, 
radial, and ulnar arteries are examined. 

It would not be amiss to review briefly the 
surface anatomy of the pulses. To feel the 
posterior tibial artery, the palm of the hand 
should be placed over the dorsum of the 
foot and the fingers bent over the ankle joint 
so that the tips of the fingers are situated 
behind the internal malleolus. The vessel lies 
between the medial malleolus and the tendo 
achillis. In the obese, firmer pressure must 
be exercised to feel this pulsation. This vessel 
sometimes is smaller than normal, although 
atypical position is most uncommon. On 
the anterior aspect of the foot, about one to 
two inches above the external malleolus and 
displaced somewhat laterally from the mid- 
line, lies the anterior tibial artery. In this 
position it is superficial but is occasionally 
difficult to feel with certainty. Coinplete re- 
laxation of the extensor muscles, with max- 
imum relaxation of the foot, aids in quickly 
detecting this vessel. Of greater clinical aid 
and importance is the examination of its 
continuation, the dorsalis pedis artery. Us- 
ually the latter vessel is directed straight 
down over the dorsum of the foot toward 
the toes, lying between the first and second 
metatarsal bones. Sometimes it pursues a 
diagonal course laterally. It is best found 
by placing the palmar surface of the index 
and middle fingers over the dorsum of the 
foot and after the general location of the 
pulsation is detected, more carefully palpat- 
ing the artery with the finger tips. The 
presence of pulsating posterior tibial and 
dorsalis pedis arteries makes examination of 
the popliteal and higher vessels unnecessary. 
Should there be no normal pulsations in the 
foot, careful search for atypically situated 
vessels must be made about the malleoli, 
usually on their anterior aspects. 


For determination of the popliteal pulse, 
the technic suggested by Buerger? is useful. 
With the patient in the prone position, the 
extremity flexed at the knee and supported 
by the examiner, the popliteal artery is felt 


deep in the popliteal fossa. Adequate re- 
laxation of the limb and firm pressure into 
the fossa with the palpating fingers will af- 
ford the greatest measure of accuracy. About 
midway between the symphysis pubis and 
the anterior iliac crest, the large femoral 
pulse can be readily found. 

Not infrequently the pulsation in any of 
the arteries mentioned in the foregoing para- 
graphs is very small, or because of the deep- 
lying vessels or edematous extremities, the 
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examiner may doubt his findings—perhaps 
confusing the pulsations with those in his 
fingers. In that case a check can be made 
by having an assistant place his fingers on 
an unquestionably pulsating vessel. The ex- 
aminer then counts aloud the pulsations he 
feels. Perfect synchronization for 15 beats 
proves the common origin of the pulsations. 

The position of the radial pulse is familiar 
to all physicians, but it is well to keep in 
mind that, when the pulsations cannot be 
felt in the typical location, the artery may 
have begun to turn to reach the back of the 
hand higher up on the wrist than normally, 
and palpation in this higher position will re- 
veal the vessel. Occasionally the radial 
artery can best be felt in the upper end of 
the space between the metacarpal bones of 
the thumb and index finger. Variations in 
the depth of the vessel in the wrist affect 
the ease with which it can be felt. But con- 
tact with this artery is the multiplied daily 
experience of all medical men, and therefore 
needs no further elaboration. 

The ulnar artery is more deeply situated 
than the radial, but can be felt easily with 
somewhat firmer pressure over the ulnar 
border of the wrist, on the inner side of the 
pisiform bone. Aside from differences in 
depth, the position of the artery is fairly con- 
stant. 

There is no difficulty about finding the 
large brachial artery. In the middle of the 
inner side of the arm, it lies between the 
triceps and biceps muscles; or its pulsations 
can be felt plainly at the bend of the elbow, 
at the site usually covered by the stethoscope 
bell in determining blood pressure. 

The finding of absent or diminished pul- 
sations, associated with a history indicating 
vascular disturbance and the presence of 
coldness and ischemia, is indicative of vas- 
cular occlusion. 

Once the diagnosis of vascular occlusion 
is made, the question as to whether the pa- 
tient is suffering from thrombo-angiitis ob- 
literans or arteriosclerosis is not difficult to 
determine. 


Differential Diagnosis 
Thrombo-angiitis obliterans is an inflam- 
matory condition occurring in young males, 
most often of Jewish descent. There is a 
history of smoking and, in some instances, a 
history of superficial phlebitis. Arterioscle- 
rosis is a degenerative disease and is found 
in individuals past middle age, in whom 
evidences of arteriosclerotic changes are 

found in other parts of the body. 

Other aids in the diagnosis are: 
1—Use of the Oscillometer: This instru- 
ment gives the examiner a quantitative esti- 
mation of the vascular pulsation at any seg- 
ment of the limb. This method, unlike the 
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tactile, is not selective. The anterior tibial 
artery may be occluded above the ankle, yet 
if the posterior tibial is open and sufficiently 
dilated, the pulsation volume may be main- 
tained. The nonpulsatile circulation may be 
rich enough to keep the tissues alive. 

2—To determine the non-pulsatile circu- 
lation, the intracutaneous histamine test,‘ 
intracutaneous saline test,’ and the Mosch- 
cowitz test are used.° 

The intracutaneous histamine test consists 
of the injection of 0.1 cc. of histamine acid 
phosphate, 1:1000, intracutaneously at different 
levels. The intensity of the flare and the size 
and time required for it to appear are noted. 
Failure of the flare to appear after five min- 
utes is indicative of vascular occlusion. 

The intracutaneous saline test consists of 
the injection of 0.2 cc. of physiologic saline 
solution at different levels, avoiding bony 
prominences. Here, too, the rate of disap- 
pearance is noted. Normally, the time re- 
quired, at the ankle, is sixty minutes. In 
the presence of vascular obstruction, only 
five to ten minutes may be required. The 
more rapid the rate of absorption, the greater 
the obstruction. 

When doing the Moschcowitz test, the ex- 
tremity is elevated, an elastic bandage is 
placed around the extremity from the toes 
upward to the thigh, and at the last turn, a 
tourniquet is applied. The bandage is then 
removed and the tourniquet left in place for 
five minutes. It is then released, and a hyper- 
emic blush is seen. When the circulation is 
adequate, the blush is intense and extends 
rapidly to the toes. In the presence of oc- 
clusion, the blush is pale, the extension 
distally is slow and, in some instances, the 
flush extends to a certain point, where it is 
arrested. This line marks the obstruction 
level. 

Every organic occlusion is associated with 
a vasomotor counterpart. In the early stages 
of the occlusion, the vasomotor component 
may be high and, as the organic process gains 
momentum, the vasomotor decreases. It is 
advantageous to study these factors, because 
they can be used as a basis for treatment. 
Those in whom the vasomotor index is high 
have a better prognosis as to the outcome 
following treatment than those in whom or- 
ganic obstruction is the major factor. To 
separate these components, typhoid vaccine 
intravenously,’? spinal anesthesia,’ general 
anesthesia,® paravertebral block,!®, 11 and 
posterior tibial nerve block!? have been em- 
ployed. 


The following test devised by Landis and 
Gibbon, |}. '4 gives us the information and 
is much simpler. After the basal temperatures 
of the toes have been obtained, in a room 
with a temperature of 22° Centigrade (71.6° 
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F.), the upper extremities are immersed in 
water at a temperature of 45° Centigrade 
(113.0°F.) for twenty minutes and the rise 
in temperature of the great toes is recorded 
with a thermometer. If the temperature 
rises to 33° Centigrade (91.4° F.), the nor- 
mal vasodilation level has been obtained. An 
added purpose of this test is to determine 
whether the Pavex treatment, which I shall 
describe later, can be used, because, if there 
is capacity to dilate to this level, improve- 
ment can be expected from the use of this 
machine. If there is no ability of the vessels 
to dilate, suction-pressure treatment will be 
of no value. 


Treatment 


The aim of treatment is to conserve the 
extremity, relieve pain, prevent gangrene, 
and increase walking distance. No one 
method, in many instances, will accomplish 
this, and hence we must call on other agencies 
to help. All foci of infection should be re- 
moved. The cessation of smoking is im- 
perative. The patient should be put on a 
high-caloric diet with fruits and vegetables, 
if no diabetes is present. Four quarts of 
water should be consumed daily. Rest in 
bed, whenever possible, is important, keep- 
ing the affected extremity at the level of 
optimum circulation. This is the position in 
which the toes display their most normal 
color and is usually below the heart level. 

The patient must be instructed to give 
careful attention to the hygiene of his feet. 
They should be washed with soap and water 
and carefully dried. Then 70 percent alcohol 
is rubbed into them. They are dried again 
and vaseline is rubbed into the skin so as 
to soften it. Circular garters are not to be 
used. Woolen stockings and soft shoes should 
be worn in the winter and white socks dur- 
ing the warm weather. Strong caustics, such 
as iodine or salicylic acid, should not be used. 
The nails should be cut straight across. 

Postural exercises, with the patient in bed, 
should be done daily. The extremities are 
elevated until ischemia appears, then low- 
ered to the dependent position until rubor 
is noted, and then they are placed again in 
the horizontal position for five minutes. This 
is done four or five times daily. 


The use of heat by means of a thermo- 
statically controlled lamp at 95° F., is of value. 
Hot baths up to the hips, the use of an elec- 
tric pad to the abdomen, and an extra blanket 
will keep the patient warm and produce vaso- 
dilation of the extremity. The use of the hot- 
water bottle or the indiscriminate use of an 
electric “baker” on the extremity is strongly 
advised against, because of the danger of 
burns. Typhoid vaccine, to elevate the body 
temperature and cause a peripheral vaso- 
dilation, has been used in many cases with 
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good results.!5 Its use is contraindicated in 
patients suffering from nephritis, hyperten- 
sion, and myocarditis. 


Five-percent hypertonic saline solution, 
given intravenously three times a week, 300 
cc. at a time, for six months; then twice a 
week for six more months; and then once a 
month for six months, has given good re- 
sults.16 Its use is also contraindicated in pa- 
tients suffering with hypertension and neph- 
ritis. 

In those cases where intermittent claudica- 
tion is the predominant symptom and there 
are contraindications to the use of the pre- 
vious two methods, the injection of 3 cc. of 
Tissue Extract,!17 three times a week, will 
bring about improvement in the ability of 
the patient to walk. Diathermy treatments, 
given three times a week for one hour at a 
time, have been proved of value. 


With the use of alternating suction and 
pressure!8 (Pavex), startling results have 
been obtained in acute vascular occlusions, 
but in thrombo-angiitis obliterans the results 
have not been impressive. In the arterio- 
sclerotic patient, its use will be of benefit only 
when the arterioles and capillaries are not 
occluded and have the capability to dilate. 
The limb is inserted into a Pyrex boot 
through the neck, which is sealed about the 
limb with a rubber cuff. The extremity is 
always maintained at a higher level than the 
heart. Negative pressure of 80 mm. of mer- 
cury for 25 seconds, alternating with positive 
pressure of 20 mm. of mercury for five sec- 
onds, is applied daily for from one to two 
hours and, in advanced cases, for a longer 
period of time. This alternating action, inspir- 
ing and expiring blood, increases the circu- 
lation of the limb. The amount of suction is 
dependent upon the patient’s reaction to it 
and should be painless. 


Lately intermittent venous compression!9 
has been used to benefit. The principle here 
is to produce a reactive hyperemia by alter- 
nating venous compression for two minutes, 
at a pressure of 30 to 60 mm. of mercury, 
with release for two minutes. The technic 
consists in applying venous compression at 
midthigh, alternating with release in periods 
of two minutes, for as long as twelve hours 
continuously each day. This method has 
been used by some with good results where 
other forms of treatment have failed. 


Drugs are of value in cases of arterio- 
sclerosis. Aspirin, whiskey,2° theobromine,?! 
the iodides, and phenobarbital will some- 
times give relief from pain and produce vaso- 
dilation to some extent. In those cases suf- 
fering with rest pains, calcium gluconate, by 
mouth, will give relief. 
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Despite all the conservative measures and 
the close cooperation of the patient, trophic 
ulcers and gangrene may sometimes develop. 
This is due to an advanced stage of the 
arterial occlusion. However, if the condi- 
tion is diagnosed early and conservative 
measures are employed diligently, the dis- 
ease, whose toll is disability and amputation, 
can be kept down to a minimum. 


To the general practitioner belongs the re- 
sponsibility for the early recognition of 
vascular disease. The condition must be kept 
in mind. Palpate the pulses as a routine, 
and it will truly be, “Seek and ye shall find.” 
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The Treatment of Arthritis with Calcium 


Ortho-lodoxybenzoate 
(A Study of 125 Cases) 
By Abraham Cohen, M.D., Philadelphia, Pa. 


DURING the past ten years there have ap- 

peared, from time to time, favorable re- 
ports on the use of calcium ortho-iodoxyben- 
zoate. It seemed worth while, therefore, to 
investigate the possibilities of this drug, since 
there is an obvious need for an antiarthritic 
which will be effective orally, either as a sole 
therapeutic agent or as an adjunct to other 
treatment. 

Calcium ortho-iodoxybenzoate is the cal- 
cium salt of ortho-iodoxybenzoic acid, one 
of the iodine substitution products of ben- 
zoic acid, and has been known to chemists 
since 1892. It contains two double-bonded 
oxygen atoms linked to the iodine. Improved 
methods of preparing it were described in 
1911 by Loevenhart and Grove!, who found 
it to be a physiologic oxidizing agent, but not 
hemolytic when administered intravenously. 
Sodium ortho-iodoxybenzoate was shown by 
Arkin? to exhibit a marked bactericidal ac- 
tion, as active in blood serum as in water, 
against B. typhosus, B. coli and B. pyo- 


cyaneus, but somewhat less effective against 
staphylococci. 

In 1926, Young and Youmans?: 4 reported 
on the intravenous administration of am- 
monium ortho-iodoxybenzoate in arthritis, 


but reactions were apt to be severe. Later, 
Smith5 and Cottrell6 reported some suc- 
cess by oral administration, although the 
ammonium salt was not well tolerated by 
mouth. With the development of the calcium 
salt, however, the oral route rapidly became 
the route of choice, and in 1934 Wheeldon? 
reported a high percentage of improvement 
in a series of 282 cases treated with calcium 
ortho-iodoxybenzoate by mouth. 

In my experience, however, the use of this 
drug, in the small doses recommended by 
previous workers, did not produce satisfactory 
results. It was, therefore, decided to attempt 
a more accurate clinical evaluation of the 
drug by raising the dose in varying degrees, 
with a large series of cases. At the same time 
a study would be made of the effect of cal- 
cium ortho-iodoxybenzoate on the heart, the 
kidneys, and on the red and white blood-cell 
counts. 


Procedure 
Type of Case Chosen: In evaluating any 
form of drug therapy in a cyclical disease 
like arthritis, the ideal is to find cases where 
the disease has been definitely established for 
some period of time; where there is a con- 


siderable amount of discomfort; and where 
other forms of treatment, such as vaccines, 
antigens, salicylates, physical therapy, etc., 
have not produced satisfactory results. It 
was possible to find a number of such cases 
in the Arthritis Clinics of two large hospitals. 

One hundred and twenty-five (125) cases 
were selected, including 62 males and 63 
females, whose ages ranged between 19 and 
87 years, with an average of 49 years. Every 
case was suffering from atrophic arthritis, in 
accordance with the classification recognized 
by the American Rheumatism Commission, 
and, in many instances, marked deformity 
was present. All were suffering from acute 
discomfort, and in most cases there was severe 
limitation of movement and incapacity for 
work. Cases with severe deformity, but with- 
out pain, were excluded from the group. 

Preliminary Examination: On admission to 
the clinic, a history was taken and a physical 
examination was made. The duration of the 
disease, location and severity of pain, the 
degree of deformity, and postural defects were 
studied, while particular emphasis was placed 
on the finding of foci of infection. A com- 
plete blood count, blood chemistry study, 
urinalysis, and blood pressure reading were 
made at the start of treatment and during the 
course of therapy, as indicated, usually at 
weekly intervals. 

Method of Treatment and Controls: The 
patients were examined at weekly intervals 
and a record kept of their clinical progress. 
Posture was corrected, foci of infection were 
eradicated whenever possible, and supportive 
measures, such as treatment for cardiovas- 
cular-renal disease, anemia, etc., were in- 
stigated when indicated. No special effort 
was made to relieve deformity. Therapy was 
directed towards improvement in the pa- 
tient’s comfort and general physical condi- 
tion. During the course of treatment, cal- 
cium ortho-iodoxybenzoate* was the only 
form of drug therapy used. No patient who 
refused the recommended therapy was re- 
tained in the series. 

For purposes of control, placebos identical 
in appearance with the calcium ortho-iodoxy- 
benzoate tablets were substituted for the 
active medication from time to time, without 
the patients’ knowledge. No definite con- 
clusions could be drawn from this step, since 


*The calcium ortho-iodoxybenzoate used in this 
investigation was supplied by Smith, Kline & French 
Laboratories, under the name Oxoate “B.” 
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it was obviously undesirable to keep the pa- 
tients without real therapy for any prolonged 
period. However, in most instances patients 
complained almost immediately of returning 
pain, and active medication with calcium 
ortho-iodoxybenzoate had to be resumed. 

Criteria of Improvement: The index of im- 
provement was the clinician’s evaluation of 
the patient’s condition and progress, as com- 
pared with findings at the previous visit. 
Careful attention was given to decrease in 
pain, swelling, and stiffness, as well as to 
general improvement, such as increase in ap- 
petite, weight, and physical wellbeing. Cases 
were pronounced “cured” when they remained 
symptom-free over a period of months and 
were able to return to their former occupa- 
tion. Those considered “very much improved” 
were individuals who had great relief from 
pain and were practically symptom-free, but 
still had a considerable amount of deformity 
and experienced an occasional twinge of pain. 
Those considered “improved” had some re- 
lief from pain, but still suffered a fair degree 
of discomfort. 

Administration and Dosage: At the begin- 
ning of treatment it was decided to double 
the customary dose of calcium ortho-iodoxy- 
benzoate, and therapy was begun with 3 grams 
daily (1 Gm. t. i. d., after meals, taken with 
a full glass of water). This treatment was 
continued for one week. If, during this 
period, the patient manifested improvement, 
this regime was continued. If, however, there 
was no improvement, the dose was increased 
to 45 grams daily (15 Gm. t. i. d.). This 
increase of 15 Gm. was again repeated at the 
end of the second week, in the event that 
there was still no improvement. Whenever 
improvement was shown, the patient was re- 
tained on the dose that produced it. 

In certain cases gastro-intestinal discomfort 
was manifest, and it became necessary to 
modify the regime. If the patient had shown 
no intolerance to the drug in a smaller dose, 
medication was discontinued for a rest period 
of a week or so, or the dose was reduced. 
If, however, a gastric upset appeared at the 
start of therapy and persisted to any em- 
barrassing extent, administration was dis- 
continued. The smallest dose administered 
was 1.5 Gm. daily, and the largest was 6 Gm. 
daily, the usual dose being 3 Gm. daily. 

The duration of treatment averaged 19.5 
weeks for the entire group. However, if 
those unable to tolerate the drug and hence 
having a relatively short period of treatment 
are eliminated, the average duration of 
treatment was 12.5 weeks. 


Results 


Of the 125 patients in the series, 5 were 
regarded as cured; 41 were very much im- 
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proved; 21 improved; 28 were not improved; 
and 30 had to be taken off the drug because 
of gastro-intestinal disorders. This latter 
group of intolerants does not properly be- 
long in the evaluation of the therapeutic ef- 
ficacy of calcium ortho-iodoxybenzoate and 
will be considered in detail in a later sec- 
tion of this paper. 

Considering, therefore, the 95 patients who 
received the drug over a considerable period 
of time (Table I), the results show definite 
improvement (cured, very much improved, 
and improved) in 67 cases, or 70.6 percent. 


TABLE I 


Percent 

of Group _ 
5.3% 
43.2% 
22.1% 


| No. of 
Patients 


Cured 

Very Much Improved 
Improved 

= 70.6% 
29.4% 


Total 
Not Improved —__ 


When divided into age groups (Table II), 
there seemed to be, as one would expect, a 
slight tendency towards a higher incidence 
of improvement in the younger ages, where 
the disease was in the early stages and the 
degree of deformity was less profound. When 
those showing improvement were divided as 
to sex, there was no significant difference in 
results. Of the 67 cases improved, 52 per- 
cent were males and 48 percent females. 


Taste II 


No. in 


~ No. Im. | 
Group 


Age | proved | 


| 

20 and under | 2 | 2 
21—30 6 | 
31—40 14 sO 2 
41—50 21 | 16 | 
51—60 6 14 
61—70 18 12 | 

71 and over 7 5 


Blood Counts: Over 1500 blood counts were 
made on the 125 patients in the series, in an 
effort to determine the effect of calcium 
ortho-iodoxybenzoate on the blood and to see 
if there was any possible relation between 
changes in blood values and clinical progress. 

Examination of initial and final values for 
white blood cell counts showed no significant 
change. The entire group showed an initial 
average value of 8,600 and a final value of 
8,400. Likewise the red blood cell count 
averaged 4,520,000 initially and 4,200,000 at 
the end—no significant change. Hence it 
seems reasonable to conclude that calcium 
ortho-iodoxybenzoate -has no deleterious ef- 
fect on the red or white blood cells. At- 
tempts to associate the relatively small 
changes in blood cell counts of individual 
patients with their clinical progress met with 
no success. 
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Blood Pressure: The drug seemed to have 
no demonstrable effect on blood pressure. 
Weekly readings taken on all patients, in- 
cluding 14 hypertensives and 12 hypotensives, 
showed no significant changes either one way 
or the other. 

Urinalysis: Periodic urinalyses showed no 
tendency whatever toward albuminuria, hence 
it seems evident that the drug has no un- 
toward effect on the kidneys. 

Types of Arthritis Benefited: Throughout 
the investigation an attempt was made to de- 
termine the types of atrophic arthritis most 
amenable to treatment with calcium ortho- 
iodoxybenzoate. Although a number of types 
of this disease were present in the group, 
and although involvement of every joint was 
represented, the results failed to show that 
any one type of the disease or any particular 
joint involvement was more amenable to 
treatment than another. 


Accessory Facts 


Since it has been shown® that arthritic 
patients often exhibit a marked degree of 
secondary anemia, it is of interest to note 
that, in this series, the incidence of anemia 
(hemoglobin below 11.5 Gm, or 74 percent) 
was unusually small. Only 30 patients, or 24 
percent, exhibited anemia, while 95, or 76 
percent, could not be considered anemic. The 
average initial hemoglobin value for the en- 
tire group, was 13.5 Gm. (85 percent), and 
the average final value 13.4 Gm. (84.4 per- 
cent). These are unusually high values. 

As has been mentioned previously, 30 pa- 
tients were unable to tolerate calcium ortho- 
iodoxybenzoate, due to gastro-intestinal dis- 
turbances. To this group must be added 6 
more patients who, although showing im- 
provement from the drug, were unable to 
tolerate it for any great length of time, mak- 
ing a total of 36 patients who had to be taken 
off the drug. Of these, 1 patient was unable 
to tolerate 1.5 Gm. daily; 28 were unable to 
tolerate 3 Gm. daily; and 7 could not tolerate 
45 Gm. or more. Further examining the 
group of 28 unable to take 3 Gm. daily, and 
dividing it into length of tolerance, it ap- 
pears that 13, or 46 percent had gastric dis- 
turbance during the first week; 8 more, or 
29 percent were unable to tolerate it for 
two weeks; and 7, or 25 percent had gastric 
disturbances during the third week or there- 
after. 

These data clearly show that the increase 
in doses from 1.5 Gm., recommended up to 
date, to 3 Gm.—an increase of 100 percent— 
is undoubtedly responsible for the higher in- 
cidence of gastric disturbance than has for- 
merly been the experience with this drug. 
It was felt, however, that increased intoler- 
ance was more than outweighed by the in- 
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creased efficiency of the drug in larger doses. 


Case Histories 


Case 1: L. J., white, female, age 20, single, 
entered the hospital January 17, 1935. 

The onset of the condition was on March 
2, 1932, with swelling in the left ankle and 
inability to put the foot on the floor. The 
condition rapidly spread, progressively in- 
volving the left hip, toes, knees, hands and 
back. During the five years’ illness, almost 
all the joints had been involved at some time 
or other, and hospitalization was required on 
four different occasions. 

The patient had been treated with “baking” 
for a year and diathermy for several months. 
Cabinet baths, vaccines, and antigens were 
also tried, as well as various forms of medica- 
tion by mouth. 

In April, 1932, while in the hospital, the 
skin became “pimply” followed by thickening 
of the skin over the entire body and the 
formation of scales. The lesions seemed io 
be more severe when the pain in the joints 
was acute. 

On December 17, 1935, physical examination 
revealed a young female, bed-ridden, suffer- 
ing much pain. Extensive psoriasis, accom- 
panied by acne rosacea, was present. The 
face showed an osteoma of the left antrum. 
The joints presented a typical picture of 
atrophic arthritis involving the ankles, toes, 
left hip, knees, hands, elbows, wrists, shoul- 
ders, and spine. No foci of infection were 
discovered. Urinalysis was negative; hemo- 
globin, 64 percent. The remainder of the ex- 
amination was negative. 


At this time treatment with calcium ortho- 
iodoxybenzoate was started with a dose of 1 
Gm. three times a day (t. i. d.), after meals, 
with excellent results both regarding relief 
from pain and improvement of the skin con- 
ditions. 

By February 2, 1936, the patient's progress 
was such that she was discharged to the 
Arthritis Clinic, out-patient department. There 
was still considerable pain, but she was able 
to get about, although with difficulty. On 
April 18 the dose was increased to 1.5 Gm. 
four times a day, with increased improve- 
ment. Later, her continuing improvement 
made it possible to reduce the dose to 1.5 Gm. 
t. i. d., and finally to 1 Gm. t. i. d. 

At the present time, she experiences only 
an occasional twinge of pain and is able to 
move about without discomfort and with a 
greater range of motion. Her chief complaint 
is stiffness in the joints on arising in the 
morning or after sitting for long periods. The 
psoriasis is still intermittent, but never as 
severe as prior to treatment with calcium 
ortho-iodoxybenzoate. This case was re- 
garded as “very much improved.” 

Case 2:—C. D., white, female, age 44, mar- 
ried, was admitted to Arthritis Clinic on Sep- 
tember 20, 1932, complaining of pain, swelling, 
and deformity of the joints. 

The onset was about one year previous, 
when the right knee and hand began to swell, 
accompanied by increased pain. Subse- 
quently other joints became involved, in- 
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cluding the other hand and knee, the shoul- 
ders, hips, elbows, etc. The degree of pain 
was most acute on arising and discomfort 
was affected by weather changes. 

On December 17, 1935, physical examina- 
tion showed a moderate degree of pulmonary 
emphysema, with fair expansion and no local- 
ized limitation of motion. Vocal fremitus 
was increased throughout, more so on the 
right side posteriorly. Breath sounds were 
plainly audible and musical rales heard 
throughout the chest. The teeth and tonsils 
had been removed. Obesity of the abdomen 
was very marked. The spindle-shaped fingers 
deviated somewhat to the ulnar side and were 
tender to the touch. The wrists were swollen, 
permitting only limited motion. The elbows 
were likewise swollen and deformed. The 
outstretched arms could be raised only at 
right angles to the body. The spine was 
tender, but without deformity; the sacro- 
iliac joints were tender to deep pressure. The 
patient had much difficulty in getting around, 
due to the swollen knees with marked crepi- 
tation, flat arches, and painful, bulging ankles. 
The remainder of the physical examination 
was negative. No foci of infection were dis- 
covered. Therapy had consisted of salicylates 
and subcutaneous injections of streptococcal 
filtrates, without benefit. 

On December 17, 1935, calcium ortho- 
iodoxybenzoate was started with a dose of 
1 Gm. t. i. d., after meals, and imprevement 
was manifest during the first week. At each 
visit the patient continued to report improve- 
ment and relief from pain. 

On April 28, 1936, placebos were substi- 
tuted for the active medication, followed by 
one week with no medication, and on May 
5 she reported an exacerbation of pain, which 
decreased on resuming calcium ortho-iodoxy- 
benzoate therapy. By December 8, 1936, she 
was so much improved that only moderate 
or slight stiffness was reported. At this time 
the patient was able to do housework and 
look after a sick husband. 

Laboratory studies: The urine was negative 
throughout treatment; blood count, August 
25, 1936, hemoglobin, 80 percent; red blood 
cells, 4,670,000; white cells, 10,600. During 
treatment, subsequent leukocyte counts ranged 
between 5,100 and 9,600, with little change 
in the differential count. 

This illustrates a typical case of atrophic 
arthritis, in which many types of therapy had 
been of no avail until calcium ortho-iodoxy- 
benzoate was tried. While the patient is not 
considered “cured,” the improvement is so 
marked that there is little question that the 
drug has been of considerable benefit. The 
case was regarded as “very much improved.” 

Case 3: O.A., white, plumber, age 62, ad- 
mitted to the Arthritis Clinic August 9, 1935, 
complaining of pain in the knees, shoulders, 
and feet. 

The inception of the discomfort dated back 
two years to an accident, when a pipe fell, 
striking the patient on the neck and left knee. 
Immediately following this, pain appeared in 
the knee, followed by discomfort in the left 
hip, shoulder, feet, and right knee. There 
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was considerable stiffness and soreness on 
arising in the morning, which varied in in- 
tensity with the weather. Pain was such 
that work was out of the question. 

Physical examination was negative, except 
for swelling, tenderness and pain in the knees 
and feet. The feet were flat, and the posture 
poor. The teeth showed signs of infection. 
Blood examination showed hemoglobin, 71 
percent; red blood cells, 4,990,000; leukocytes, 
12,700. 

The patient was put on calcium ortho- 
iodoxybenzoate, 0.5 Gm. t.i.d, after meals, 
and reported, one week later, that he had 
obtained considerable relief. The dose was 
increased to 1 Gm. t.i.d. and marked im- 
provement continued. At the end of the third 
week the dose was again raised to 15 Gm. 
t.i.d., and at the following visit the patient 
reported almost no pain. 

On November 27, 1935, two teeth were ex- 
tracted and satisfactory improvement con- 
tinued. At this time the patient’s condition 
was such that he was able to return to work. 
On January 29, 1936, he reported only an 
occasional ache, and the dose was decreased 
to 0.5 Gm. t.i.d. On April 29, 1936, he said 
he was “feeling fine, with no complaints,” 
and medication was discontinued entirely. 

On June 10, 1936, he reappeared at the 
clinic, complaining of a slight return of dis- 
comfort in the neck, and calcium ortho- 
iodoxybenzoate, 1 Gm. t.i.d., was resumed. 
The pain disappeared within a week and the 
patient was able to go back to work. How- 
ever, treatment was continued (0.5 Gm. 
t.i.d.) as a precautionary measure, and the 
patient was advised to return periodically for 
observation. At the present time his condi- 
tion is still normal and he is entirely symp- 
tom-free. This case was regarded as “cured.” 


Summary 

1—Calcium ortho-iodoxybenzoate was ad- 
ministered to a group of 125 atrophic arthritic 
patients. 

2.—The dose administered varied between 
15 and 6 grams daily, with the average 3 
grams. 

3.—The higher dose range, while causing 
intolerance in approximately 24 percent of 
the patients, is advocated, on the ground of 
increased therapeutic efficiency. 

4—The results showed that, in 71 percent 
of those patients receiving extensive therapy, 
definite improvement and relief from pain 
were manifest. 

5.—Neither age nor sex seemed to be of 
any significance as regards the efficacy of the 
drug. 

6.—Complete hematologic examinations and 
laboratory tests indicated that the drug has 
no untoward effect on the red or white blood 
cell counts, heart, or kidneys. 

7.—Calcium ortho-iodoxybenzoate is a val- 
uable adjunct in the treatment of atrophic 
arthritis. 
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Some Unusual Skin Lesions 


(Case Reports) 
By Herman Goodman, B.S., M.D., New York City 


OME skin diseases are of interest from a 
philosophical point of view, and no two 
skin lesions are more interesting in this re- 
gard than leukoderma acquisitum centri- 
fugum and perinevoid vitiligo. 

Opinions differ as to the frequency, etiology 
and significance of these two skin diseases. At 
this time, I shall report, without comment, two 
patients, each of whom showed on the skin 
surface an example of one of these two curi- 
ous lesions—loss of pigment, associated with 
increased pigmentation in the same area. The 
photographs offer excellent examples of the 
types of lesions named. 

Leukoderma acquisitum centrifugum: The 
patient, J.M., aged 14 years, reported to the 
outpatient clinic of the Stuyvesant Square 
Hospital (formerly the New York Skin and 
Cancer Hospital) on July 11, 1933, complain- 
ing of white spots on the skin, of three or 
four weeks’ duration. The lesions were present 
on the skin of the face, back, chest, and dor- 
sums of the hands, and varied in size from 
barely perceptible to several inches in dia- 
meter. Each white spot had in its center a 
concentration of pigment (see Fig. 1—above). 
There were a few white areas without this 
central pigmentation. According to the pa- 
tient, the white areas appeared before the 
black centers. 

We removed a piece of skin from a pig- 
mented area within a depigmented area, and 
the pathologist reported: “Section shows an 
epidermis that is fairly regular. In the papil- 
lary body, there are islands of brownish pig- 
ment. The basal-cell layer is free from pig- 
ment. In the pigmented area is an island of 
inflammatory exudate that is dense and well 
localized.” 

We were not able to hold the boy under 
observation later than August 15, 1933, but 
during that short period no lesions, either 
white or black, appeared on the skin. 

Perinevoid vitiligo: The patient, L. C., a 
young girl, reported to the outpatient clinic 


of the Stuyvesant Square Hospital on De- 
cember 27, 1933. Among other non-related 
skin troubles, she presented a brownish-pig- 
mented, flat-surfaced, raised papule on the 
flexor surface of the arm, at the periphery of 
a non-pigmented area of skin (see Fig. 1— 
below). The lesion had been noticed about 
two years. The clinical opinion was that we 
were dealing with perinevoid vitiligo, on the 
assumption that the pigmented area was a 
nevus and the depigmented skin about it was 
vitiligo. 

A piece of skin, including both the raised 
Pigmented and the depigmented area, was 
taken and sectioned. The pathologist reported: 
“Section shows an epidermis with small pap- 
illary projections, covered by a non-parakera- 
totic scale. In places, the granular layer is 
swollen. In other places, the basal-cell layer 
is edematous. There is no evidence of pig- 
ment in the hematoxylin stain; methylene blue 
stain shows occasional mast cells and absence 
of pigment.” 

Future studies of such a case require re- 
moval of two sections of skin to determine 
the pathology of each portion of the perine- 
void vitiligo. 

For the time being, we must leave un- 
solved the problem of the unity or duality 
of Leukoderma acquisitum centrifugum and 
perinevoid vitiligo. 

Superficial basal-cell epithelioma (pagetoid 
epithelioma): The patient was a native of 
Cuba, a female about 38 years old. She was 
first seen at the clinic of the New York Skin 
and Cancer Hospital (later the Stuyvesant 
Square Hospital) on March 8, 1930, and com- 
plained of multiple lesions on the back, chest, 
neck, forehead, and legs, which had been 
present for about three years at the time she 
consulted me. New lesions were appearing 
and the older ones were spreading peripher- 
ally. No treatment had been received. There 
were no subjective symptoms. 


The skin eruption consisted of multiple, 
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Fig. 1.—(Above) 


Leukoderma 
fugum; 


(below) Perinevoid Vitiligo. 


plainly circumscribed, superficial areas with 
scales and crusts (see Fig. 2). The lesions were 
quite flat. The advancing borders were made 
up of fine papules. The centers were atro- 
phied, but recurrence was noted in some of 
them. The size of the lesions was from that 
of a pea upward; the lesions on the chest 
were the largest, being from 1% to .24%2 
inches in diameter (see Fig. 2). The major- 
ity of the lesions were circular, but a few 
were elliptical. The Wassermann reaction was 
reported negative. 

A piece of skin was removed from one of 
the large lesions on the chest and sectioned. 
The pathologist reported a diagnosis of basal- 
cell epithelioma and described an infiltration 
of basal cells in nests, with a slight amount 
of pigment. 

All but a few of the lesions were treated 
with a fulgurating current from a high-fre- 
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quency machine, for periods of from three to 
six months. A lesion so treated was removed 
and sectioned, and the pathologist’s report was 
that it showed inflammatory tissue, but no 
signs of basal-cell lesions. 

After a rest period of three months, an- 
other lesion so treated, which showed only 
scar tissue on clinical examination and no 
signs of activity, was removed and sectioned. 
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Fig. 2.—Superficial Basal-cell Epithelioma. (Above) 


March 20, 1930—before fulguration; (below) Nov. 12, 
1930—after fulguration. 


The tissue showed no signs of activity, merely 
cicatricial tissue. 

The last visit made by the patient was on 
December 18, 1930. Despite efforts to reach 
her by letter or through a social service visit, 
she could not be located. The neighbors re- 
ported that she had returned to her native 
land. 


18 E. 89th St. 


EXCITEMENT AND BOREDOM 


I have learned that if you have it in you to find life exciting, you will 
keep interested if you have only a square foot of grass or the people in 


a cafeteria to study. 


If you haven't that divine gift you'll be bored to 


death, though you be a world traveler, a millionaire, a Cleopatra, or a Don 
Juan.—Upton Ciose, in The Commentator. 





Headaches Caused by 


Traumatic Nasal Deformities 
By F. A. Wier, M.D., Racine, Wis. 


HE “American Illustrated Medical Diction- 

ary” lists twenty types of headache. This 
number will be materially reduced when the 
etiology of headache is better understood. 
The multiplicity of terms is very confusing 
and throws little light on the subject. To 
simplify matters I suggest that we divide the 
subject into two classes: 

First, headaches that originate in the head. 

Second, extracranial headaches. 

A neurologist found that, out of 100 pa- 
tients with headache, 45 were neurasthenic, 6 
hysteric, 17 had organic lesions, 19 gastro- 
intestinal disease, and 13 had diseases of the 
special senses. 

This is quoted to show how unreliable such 
statistics are. If the neurologist would learn 
to use a head mirror and make a rhinoscopic 
examination, he could add to this list trau- 
matic headache, which is a real and definite 
cause of many headaches which are positively 
cured by removing the nasal obstruction 
caused by the trauma. 

All nasal pathoses are due, essentially, to 
chronic inflammation, which results in hy- 
pertrophy of mucous membrane, fibrous tis- 
sue, cartilage, and bone and, in turn, causes 
pressure on sensitive nerves. Occlusion of the 
ostia of the nasal accessory sinuses, which 
prevents drainage and ventilation, causes 
chronic congestion and headaches, in contra- 
distinction to acute congestion, sinusitis and 
headache, which will be discussed at some 
future time. 

I could cite a long list of cases of trau- 
matic headache, seen during the past twenty 
years, but a few striking examples will suf- 
fice. 


Case Reports 


Case 1.—Mr. K., age 50 years, gave a his- 
tory of injury to the nose thirty years be- 
fore. For the past twenty years he had. had 
terrific headaches, so that he would have to 
quit work and go home. At these times his 
eyes would become inflamed and the con- 
junctiva very red, and sometimes so swollen 
as to bulge out between the lids. He had all 
the symptoms of an acute sinusitis and just 
why this never went on to pus formation is 
one of the many mysteries of medicine. He 
considered his trouble due to his eyes. 

He consulted several specialists, in Mil- 
waukee and Chicago, and was treated for 
nearly all of the eye diseases. He consulted 
me during one of his headache explosions, 
and wanted to know if I could do anything 
for his eyes. After taking his history, I sus- 


pected that the trouble was in his nose. I 
asked him if he had any nasal obstruction, 
and he replied that he had been unable 
to breathe through his nose for years. 

A rhinoscopic examination revealed both 
middle turbinates so large as to close the 
nasal passages. He was told that the cause 
of his trouble was in his nose, and that an 
operation would cure him. He said, “You 
are the first doctor who ever examined my 
nose, and I believe you have found the cause, 
because I have often wondered if my nasal 
condition had anything to do with the head- 
aches.” 

We made an appointment to perform what 
I considered a rather simple operation, a 
double middle turbinectomy and exenteration 
of the ethmoid cells. Imagine my astonish- 
ment when I found that I could not cut the 
turbinate loose from its superior attachment 
with an Andrews chisel or a turbinate scis- 
sors! The turbinates had apparently turned to 
bone; so I had to use a V-shaped chisel and 
a mastoid mallet, after which I found that a 
nasal snare was not strong enough to cut 
through the remaining portion. I then 
threaded a tonsil snare with a No. 8 wire, 
and by main strength managed to sever the 
turbinate, which had literally become ossi- 
fied. The other turbinate was removed two 
weeks later, and was found to be in the same 
ossified condition, and just as difficult to re- 
move. 


Result: The headaches stopped immediately 
and, in the course of a year, the patient 
gained forty pounds in weight. This man was 
very nervous and irritable and, as his wife 
said, “Hard to live with.” She reported, some 
time later, that his whole disposition had 
changed for the better. 

Case 2.—Miss C., age 30 years, was thin 
and anemic—a typical neurasthenic. There 
was a history of a fall on the nose in child- 
hood. For the past fifteen years she had had 
severe headaches; also hay fever and asthma. 
She had had plenty of treatment, by both 
medical and “hand” healers. 

Examination showed the septum deflected to 
the right, high up, with a twist to the left 
side, low down—a socalled letter-S shape. 
Both middle turbinates were large, with 
polypoid degeneration. 

Operation: A submucous resection, double 
turbinectomy, and exenteration of the eth- 
moid cells. 

Result: Complete cure of headaches, hay- 
fever, and asthma and, incidentally, of her 
neurasthenia. The only unfortunate result in 
this case is that the lady now weighs 190 
pounds. 

Case 3—Mr. C., age 40 years, gave a his- 
tory of an accident at the age of 12—fractured 
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leg, arm, and nose. Has been in poor health 
ever since—a typical neurasthenic—and had 
spells of the most terrific head and stomach 
aches combined. These came on rather sud- 
denly and with such force that he would 
scream and drop in his tracks grasping his 
head in both hands and compressing the 
temples with all his strength. After a time 
there would be a watery discharge from the 
nose and he would obtain some relief. He 
was a man of means and, needless to say, had 
travelled far and wide for a cure of his head- 
aches. Finally he consulted a very good 
osteopath, who also holds a license to prac- 
tice medicine. This particular osteopath 
knows how to use a nasal speculum and a 
head mirror, and diagnosed the case. Mr. C. 
was referred to me and told me bluntly that 
he had lost all faith in doctors, for which 
he could not be blamed. 

Examination of the nose showed a terrible 
condition. The septum had an almost right- 
angle deflection to the left at the junction 
of the nasal bone and the cartilage; then 
curved back to the right at the distal end of 
the septal cartilage. This space was filled 
by a large, degenerated middle turbinate and 
six polypi. The left middle turbinate was 
hidden behind the deflection. After I ex- 
plained the case to him, he said that he would 
take one more chance. I also explained that 
it would be almost impossible to elevate the 
mucous membrane at the acute angle with- 
out causing a perforation, but that, if the 
operation was successful the perforation was 
nothing to worry about. In self-defense it 
is better to have all these details understood 
before the operation. 

The operation consisted of a submucous 
resection (without a perforation!), double 
middle turbinectomy, removal of polypi, ex- 
enteration of the ethmoid cells, and opening 
the sphenoids, as all these structures were in 
a necrotic condition. 

Result: Mr. C. is completely cured of his 
headaches, neurasthenia, and stomach trouble. 
He gained so much weight that he had to 
buy a complete new wardrobe. 

Case 4.—Mr. S., age 30 years, who gave a 
history of severe headaches over the right 
eye and gradual loss of vision in the 
right eye for the past year, consulted 
me for this loss of vision, which had 
failed rapidly in the past month. At this 
time he had only perception and projection 
of light. Opthalmoscopic examination was 
difficult. The disc was very cloudy and 
could be made out only by following the 
retinal vessels, which were distended. 

Diagnosis: Acute retrobulbar neuritis and, 
as in these cases one suspects, some focal 
infection. 

I began looking for the cause; questioning 
the patient threw no light on the subject. 
Examination of the teeth and tonsils was 
negative. Rhinoscopic examination showed 
pus coming from under the middle turbinate 
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on the right side. I asked him how long he 
had had a discharge from the nose. He said 
several months. I asked him if he had ever 
suffered an injury to his nose. He had— 
about a year ago he was accidently hit on 
the nose with a hammer, by a fellow work- 
man. His nose bled profusely and was packed 
with gauze by the company doctor, for 24 
hours. It never occurred to him that the 
blow on the nose had anything to do with 
his headache. 

After thoroughly shrinking the tissues 
with adrenalin (epinephrin) and cocaine, I 
found a large, spongy middle turbinate that 
seemed to be full of pus; the whole lateral 
wall of the nose was inflamed and was cloudy 
on transillumination. I advised him that an 
operation was necessary, and that it would 
cure his headaches and probably restore some 
of his vision. 

I removed the middle turbinate, which was 
hollow inside and consisted of one large eth- 
moid cell full of pus; the remaining ethmoid 
cells were broken down and necrotic. They 
were thoroughly curetted out, down to the 
bone, and quite a large area was removed 
with forceps, so as to leave a large opening 
that would take some time to close, so that 
drainage would be sufficient. I did not pack 
the nostril, as I thought a little bleeding 
would help to wash out the pus and deplete 
the tissues. It was treated daily thereafter. 
After the third day, the headaches stopped. 
In two weeks the nose was practically well— 
there was no discharge and the vision was 
20/70. In just twenty-three days after the 
operation, the vision was 20/30, and a minus 
0.50 diopter spherical lens gave him 20/20— 
probably his normal vision before the accident. 

If Mr. S. had pinned his faith on a neu- 
rologist, he would no doubt have lost the 
sight of both eyes, and his mind, and possibly 
have died of a brain abscess. 

Case 5.—Mr. A. had terrific headaches and 
could not breathe through either nostril. 
There was a history of being struck on the 
left side of the face and nose in the Spanish- 
American war. 

Examination showed the left lateral wall 
of the nose grown fast to the septum, and 
the right nostril filled with a large, necrotic 
middle turbinate and four large polypi. 

Operation consisted of a submucous resec- 
tion (it required one hour of careful dis- 
section to separate the lateral wall from the 
septum before the submucous operation 
could be started), and was completed by re- 
moving both middle turbinates, polypi, and 
ethmoid cells. 

Result: Complete cure of the headaches. 
The patient gained considerably in weight, 
his general health is better than ever before, 
and his disposition has changed; whereas, be- 
fore the operation, he was morose and 
quarrelsome, now he is one of the most agree- 
able and amiable of men. 


313 6th St. 





Notes from the American College of Physicians 
Reported by George B. Lake, M.D., Waukegan, Ill. 


T. LOUIS, where the twenty-first annual 

session of the American College of Physi- 
cians was held last April, is a good town for 
such meetings, as there are excellent hospi- 
tals; but a hotel (except, perhaps, three or 
four of the largest ones, in Chicago and New 
York) scarcely gives adequate space for a 
gathering of this size. On this occasion the 
exhibits were especially cramped, and more 
of them would have been on hand if there 
had been room. 

There was no scientific exhibit at all, and 
in the commercial exhibits few things were 
shown that had not been shown before. 
Squibbs had a new acid-alkali indicator (Ni- 
trazine), which is accurately quantitative in 
its readings, as well as qualitative, although 
it is as simple and inexpensive to use as lit- 
mus paper. Every physician who makes his 
own urinalyses should be interested in this. 
The Arlington people offered an anti-aller- 
gic capsule (Arlcaps)—simply a new combi- 
nation of well-known drugs—which relieves 
the symptoms of hay fever and other aller- 
gic conditions, but is not, of course, curative. 
The Eastman Kodak booth was stressing the 
ease and simplicity of taking indoor snap- 
shots at night with any camera. Those who 
are interested will do well to write for this 
information. The Ralston Purina Co., of St. 
Louis, showed some practical charts of reduc- 
ing diets, which they will send free to phy- 
sicians. The book sensation of the meeting 
was Houston’s “Art of Therapeutics” (re- 
viewed in “C.M.&S.” for June, 1937, page 273), 
and its author was enthusiastically received 
when he appeared on the program (his paper 
is abstracted further on). 

At the Convocation Session, the oration was 
delivered by John Dewey, the philosopher, 
whose subject was “The Unity of Man.” He 
stressed the fact that man does not consist of 
a mind and body isolated from each other, 
but that the two are inextricable parts of 
one unitary organism, and that physicians 
must be very careful not to underestimate the 
importance of the psychic factor in the com- 
plaints of the patients they treat. The pain 
caused by grief is just as real and important 
as that caused by appendicitis. Moreover, the 
amount and quality of the pain resulting 
from a physical cause is definitely influenced 
by the mental outlook of the person who suf- 
fers it. Euphoric and depressed moods are 
mutually exclusive. A person in the depths 
of melancholy is physically unable to make 
room for any idea connected with hope and 
success. 


At this session, the John Phillips Memorial 
Medal (established in honor of the cofounder 
of the Cleveland Clinics) was awarded to Dr. 
Richard E. Shope, of the Rockefeller Insti- 
tute, for his outstanding work in the inves- 
tigation of the filterable viruses. 

A pilgrimage was made to the grave of Dr. 
William Beaumont, the obscure army sur- 
geon, who originally hailed from St. Louis 
and is buried there, and who achieved death- 
less fame by being the first man to make 
direct and authoritative studies of the physi- 
ology of digestion. 

At the business meeting, Dr. James H. 
Means, of Boston, assumed the presidency of 
the College, and Dr. William J. Kerr, profes- 
sor of medicine at the University of Cali- 
fornia, San Francisco, was chosen as presi- 
dent-elect, to take office next year. 

Two new and highly satisfactory features 
were inaugurated at this session: A program 
of morning lectures, given in the headquar- 
ters auditorium, for the benefit of those who 
do not care to attend the clinics and demon- 
strations at the various hospitals; and a 
series of round-table discussions, led by out- 
standing authorities on the various subjects 
chosen. Several of these proved so popular 
that they overflowed the small rooms assigned 
to them and had to be moved into the main 
auditorium. It is to be hoped that these new 
features will be continued indefinitely. 

Here follow abstracts of a few of the lec- 
tures, papers, clinics, and discussions pre- 
sented at this session. The full text of these 
and all the other material on the program will 
appear during the year in the Annals of In- 
ternal Medicine, the official organ of the 
College. 


HYPERTROPHIC ARTHRITIS WITHOUT 
INFECTION 
By Walter Bauer, B.S., M.D., F.A.C-P., 
Boston, Mass. 
Associate Professor of Medicine, Harvard 
Univ. Med. Sch. 

Contrary to the general opinion, by no 
means all cases of socalled hypertrophic arth- 
ritis are due to infection. The person past 
fifty years of age who notices swellings of 
his joints, but who has never had acute arth- 
ritis and who is otherwise well, need have nc 
serious fear that he is the victim of a malady 
that will ultimately cripple him. 

The articular cartilage is different from all 
other body tissues, in that it has a limited 
source of nourishment, and consequently 
possesses a very limited capacity to repair 
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itself. The result is that the natural wear and 
tear, over a period of years, especially in 
joints that are used a great deal, causes 
marked thinning, or even complete loss of the 
cartilage, with a protective overgrowth at the 
margins, so that there is deformity of the 
joint or joints so affected. Experimental 
studies have shown that, in many if not most 
cases, this condition is not due to infection 
and will not progress if the use of the affected 
joints is limited as much as is practicable. 
Only about 5 percent of these patients com- 
plain of symptoms, other than the swellings. 
Only 2 percent of swellings of the distal 
finger joints are of infectious origin. 

If a patient with joint swellings is definitely 
ill, has lost weight, and has had febrile symp- 
toms, his trouble is probably due to infec- 
tion, which must be sought for and removed. 
If not, his trouble is probably not serious and 
can be relieved by taking excess strain from 


the joints involved. Many obese persons are - 


carrying more weight than their knees and 
feet can stand. Such patients must reduce 
their flesh. 

It is important to study all cases of arth- 
ritis with these facts in mind, because, if the 
condition is of this relatively benign type, 
the patient can be spared the removal of his 
teeth, tonsils, gallbladder, or other organs, 
performed with the hope of removing a hy- 
pothetical focus of infection, and also other 
expensive courses of treatment. Moreover, in 
these practically physiologic joint swellings, 
rest is good treatment; whereas, in the crip- 
pling types of hypertrophic arthritis, exercise 
should be encouraged, to minimize ankylosis. 


THE PHYSICIAN HIMSELF AS 
A THERAPEUTIC AGENT 


By William R. Houston, M.A., M.D., F.A.C.P., 
Austin, Tex. 


Those who now talk most vociferously 
about the personal relation between physi- 
cian and patient are chiefly among those who 
formerly, were prone to look upon medicine 
as a strictly mechanistic science. 

The early practitioners of our profession 
had little to give except themselves. They did 
things for their patients as artists, and the 
medicines they administered were chiefly 
symbols of interest and activity. The placebos 
they gave might he classified as those which 
were given merely to satisfy the patient; those 
in which the doctor had faith (wrongly, per- 
haps), but which were harmless; and those 
which, given with the best intentions, were 
harmful. These placebos were the norm of 
medical practice in the early days, and the 
skill of the physicians was skill in dealing 
with men. They, themselves, were the effec- 
tive therapeutic agents, and demonstrated 
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the dynamic power of the personal relation 
between doctor and patient. 

The patient still demands action from his 
medical attendant. In specific organic and 
bacterial diseases he proceeds with confi- 
dence, but with “nervous” patients this is not 
so. The physician must, however, do some- 
thing, if he is to discharge his obligation, and 
that something (if he does it) usually con- 
sists of placebos of one sort or another, plus 
mental hygiene, suggestions, etc. The trouble 
is that some doctors come to believe in the 
placebos themselves and tend to affirm, 
“Thou shalt have no other placebo but mine.” 

On the other hand, many are prone to think 
that, if a patient is ill, there must be some- 
thing to weigh and measure, and feel and 
express disgust for the “nervous” patients 
who make up about seventy-five percent of 
the practice of general clinicians, refusing or 
neglecting to equip themselves to treat these 
sufferers adequately. This is as if one said, 
“I do not like feces nor the idea of them, 
therefore I refuse to treat such maladies as 
dysentery or cholera.” 

If physicians refuse or neglect to treat the 
psychic maladies of their patients intelli- 
gently, they have no one but themselves to 
blame if these patients turn to the cultists 
for help—which they surely will do. The mind 
and body are not distinct and separate enti- 
ties, but one organism, and must be dealt 
with as such. The doctor-priest combination 
has always had—and still has—real values. 

The effects on the physical body of some 
of the crude and primitive emotions can be 
weighed and measured, but not those of the 
more subtle ones. There must be a closer re- 
lationship between psychiatry and general 
medicine; or better, all clinicians must de- 
velop the psychiatric viewpoint, if they are 
to serve most of their patients adequately. 

The faith which governs the physician 
must be his own psychobiologic necessity. 
The doctor-patient relationship should be the 
beginning of all medical teaching, so that the 
student may get the proper viewpoint for his 
later studies. We must refine and polish the 
doctor himself as a therapeutic agent, if the 
medical profession is to take its rightful and 
proper place in the social order. 


HISTONE-INSULIN 


By Drs. P. A. Gray, F. Bischoff, and 
W. D. Sansum, Santa Barbara, Calif. 


Histone is cheap and readily available, and 
when combined with insulin the resulting salt 
is insoluble at the px of the body tissues, but 
when it is injected subcutaneously, insulin is 
liberated slowly, over a period of from 24 to 
48 hours, the action being somewhat longer 
and the blood-sugar curve more smooth than 
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that from protamine-insulin. Histone-insulin 
is stable for at least two years. 

The object of this compound is to’ precip- 
itate the insulin and render its action slower, 
so that a patient who has been taking three 
or four injections of ordinary insulin a day 
can get along comfortably with one injection 
a day. Moreover, the very real danger of in- 
sulin shock, which occurs fairly frequently 
from ordinary insulin, is minimized or elim- 
inated—we have seen no reactions in the 25 
cases of diabetes which we have treated 
with this compound. Some cases of shock 
have been reported with protamine-zinc- 
insulin. 

Histone-insulin is especially valuable in 
young diabetic patients, whose blood-sugar 
level varies widely from hour to hour. It 
smooths out the peaks of the sugar curve, 
permits a marked reduction in the number of 
injections required (from an average of 2.9 
per day, in our series, to an average of 1.3 per 
day), and is capable of controlling severe 
cases of juvenile diabetes when used alone. 


GASTRO-INTESTINAL DISORDERS 


By Walter C. Alvarez, M.D., F.A.C.P., 
Rochester, Minn. 
Professor of Med., Univ. of Minn. 
Grad. Sch. of Med. 


Do not spend too much time and attention 
on the colon in cases of “mucous colitis,” 
which might better be called, “sensitive col- 
on.” Find out what kind of a person the pa- 
tient is (most of them are women); how they 
complain; what it is—physical, emotional, or 
spiritual—that upsets them, and then try to 
remedy those conditions, if possible. Listen to 
the patient. The trouble may be food allergy, 
a fit of anger, sexual excitement or frustra- 
tion, a “cold,” or almost any type of physical, 
emotional, or mental stress and strain. 

Many of these cases begin in childhood, 
due to bad early training, and no case of 
“colitis” is ever cured. The patient simply 
has to learn to live with his disorder. It is 
difficult even to estimate improvement, be- 
cause these cases are always chronic and re- 
lapsing. 

After ruling out food allergy, the treatment 
of these cases is mental or psychic—finding 
out the trouble and removing it or teaching 
the sufferer to bear it with equanimity. These 
patients must not be antagonized, but listened 
to with attention and treated with sympathy, 
understanding, and tact, or referred to some 
one who can and will treat them so. 

Constipation is of unfailing interest, because 
it is so common. Most physicians deprecate 
the taking of enemas, but there is no sound 
reason for this attitude, as they do no harm 
if the patient will use physiologic saline so- 
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lution instead of plain water or some medi- 
cated preparation. The size of the enema 
should usually be from 142 to 2 quarts. 

Many patients with spastic constipation 
cannot take a rough diet regularly, if at all. 
Where such a diet is used it is best to shift 
from one bulky preparation to another before 
the colon gets used to it. Atropine may help 
the spastic cases for a time, but it is rarely 
of any general or permanent service. 

If a patient is getting on well by taking any 
kind of a laxative pill every other night or 
twice a week, let him keep it up. For a 
change he might try drinking three or four 
glasses of warm physiologic saline solution, 
or a glass or two of sauer kraut juice and 
warm water, about half an hour before 
breakfast. This appears to wash out the in- 
testine from above downward. 

Gas in the bowels may be such a serious 
social handicap that it has actually ruined 
the lives of several people I know. If such 
sufferers are going out in the evening, they 
should take an enema of physiologic saline 
solution about 4 p.M., and 14 grain (16 mg.) 
of codeine (or an equivalent dose of pare- 
goric) just before leaving the house. If a 
sedative is needed at night, Bromural is good, 
but it is best not to give it in the daytime 
unless the patient is very “jittery” or seri- 
ously upset. 

Duodenal ulcer cannot be cured, no matter 
what you do; but as a matter of fact many 
of the cases so diagnosed are pseudo ulcers. 
In any case, it is the man, and not the ulcer, 
that must be treated. Find out what particu- 
lar stresses, strains, and emotional upsets 
bring on the symptoms, and show the patient 
how to live with his ulcer—how he must learn 
to live more slowly and simply, rest more, 
and get away from his work from time to 
time. 

All peptic ulcer patients are harmed by al- 
cohol and tobacco and must give them up 
when they are having symptoms and reduce 
the quantity used throughout life. 

All must also have food between meals, 
which is better than alkalies in most cases; 
and moreover, relatively few patients can af- 
ford to spend a month or six weeks in hos- 
pital taking the Sippy treatment. Give from 
four to six ounces of milk at 10 a.m., at 2 and 
4 p.m., and before going to bed. If a man is 
busy and cannot go out at these times for 
food, let him keep a supply of malted milk 
tablets handy, wherever he is or goes, and eat 
six or eight of them at the specified times. 
If pain begins, he must take food immediately. 
If he waits for a more convenient time, the 
pain may not be so easy to control. 

Cases of pseudo ulcer go on for years with 
no severe results. The pain comes and goes, 
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according to circumstances, in the daytime, 
but is rarely present at night. Watch for 
food allergy in these cases. Even if bleeding 
occurs, give a full diet. No “specific” can be 
implicitly relied upon, because people get 
well without them. 

Surgery is unreliable in duodenal ulcer, 
and the longer I practice the less I like to 
see such a patient operated upon. Surgery 
should be resorted to only in severe, chronic 
cases, where the patient is kept awake at 
night by pain, where there have been re- 
peated hemorrhages, or where intelligent and 
conscientious medical treatment has failed to 
give relief. 

Gastric ulcer is something quite different. 
Here the condition may be carcinoma, espec- 
ially if the symptoms are of short duration. 
Put the patient on strict medical treatment 
for a while, and then examine him (or have 
him examined) with a good gastroscope. 

If severe hemorrhage occurs, give food and 
delay transfusion. Food in the stomach is 
less dangerous than acid. Give Dilaudid to 
relieve pain and lessen peristalsis. 


CLINICAL USE OF ESTROGENIC AND 
GONADOTROPIC SUBSTANCES 


By Elmer L. Sevringhaus, M.A., M.D., 
F.A.C.P., Madison, Wis. 


We need to study the specific glands that 
enter into the sex cycle, and direct our chief 
attention to them. The principal relationships 
are indicated in the accompanying rough dia- 
gram, and a list of some of the various prod- 
ucts, with their trade names, follows: 

Estrogenic Hormone 

Amniotin (Squibb) 
(Ayerst, McKenna & 
Harrison) 

(Schering Corp.) 
(Parke, Davis & Co.) 


Progynon 


Progestin 
Lipo-Lutin 
Proluton 
Progestin 

Gonadotropic Hormone 
Gonadogen 
Prephysin (Chappel) 

A.P.L. Hormone* (From pregnancy urine) 
Antophysin (Winthrop) 
RS arccctisien access (Ayerst, McKenna & 

Harrison) 


(Parke, Davis & Co.) 
(Schering Corporation) 
(Upjohn) 


Follutein 
Antuitrin-S (Parke, Davis & Co.) 
In the menopause, patients frequently suf- 
fer from general hyperesthesia and various 
paresthesias. They should be warned of this 
possibility, so that they will not worry. These 
symptoms (and others) are relieved by ade- 


*Anterior-Pituitary-Like Hormone. These 


prepara- 
tions act only on the corpus luteum. 
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quate doses of estrogenic hormone (8,000 units 
daily, by mouth, for weeks, and then decrease 
the dose slowly). Do not give these patients 
thyroid extract, but give sedatives, as re- 
quired. If gonadotropic hormone is given, give 
it in cycles (two weeks on and two weeks 
off), so that it will resemble the normal 
stimulus as closely as possible. 


ANTERIOR PituiTARy 
(Gonadotropic Hormone) 


} Forccicre 


(Sex Hormone 


—— 
Muom Cun <— 
Veainal Epithelium 


The climacteric requires a reorganization 
of the entire personality, and psycho-therapy 
(direct and by placebos) is of basic impor- 
tance. In some cases, every available resource 
will be needed to give the patient relief. The 
physician himself is more important than the 
drugs he uses. 

Frohlich’s syndrome is sometimes incom- 
plete and must be carefully watched for. In 
these cases, give gonadotropic hormone rhyth- 
mically, 5 to 15 doses, and repeat when the 
menstrual flow appears. If more than 34 days 
elapse before the flow starts, repeat the med- 
ication anyway. 

When estrogenic hormone is given, we in- 
hibit the anterior pituitary gonadotropic hor- 
mone and obtain a temporary stimulation of 
the uterus. A.P.L. hormone will maintain a 
good corpus luteum in the early weeks of 
pregnancy, and thus prevent endocrine abor- 
tions. 

In my opinion, it is best to treat multiple 
deficiencies in the glandular sex cycle one 
by one, rather than all together. 


SULPHANILAMIDE (PRONTYLIN) 


By Perrin H. Long, M.D., et al, Baltimore, Md. 
Associate in Med., Johns Hopkins Univ. 
Sch. of Med. 


Para amino benzene sulphonamide (sul- 
phanilamide, or Prontylin) inhibits the growth 
of hemolytic streptococci (especially of the 
Beta type), and is possibly bactericidal to 
these organisms. In B-hemolytic streptococcic 
meningitis, 8 out of 11 patients treated with 
this drug recovered. It produces some experi- 
mental effects on the pneumococcus (about 
Y as powerful as those on hemolytic strepto- 
cocci); and may have some value in gonococ- 
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cus infections. It has no effect in “colds” and 
influenza. 

Forty (40) meningitis patients were treated 
with Prontylin alone, no antitoxic serum be- 
ing given, and the death rate was much lower 
than the average. However, if the serum is 
available, it is better to use it along with the 
sulphanilamide. 

Toxicity: In man, large doses of this drug 
produce symptoms like those of alcoholic in- 
toxication. A few patients develop a severe, 
hemolytic anemia suddenly, without unto- 
ward symptoms, but recover after blood 
transfusion. This may be due to a combina- 
tion of the toxic effects of the infection plus 
those of the drug. 

The commonest toxic symptoms are nausea, 
vomiting, fever, and cyanosis. The last-named 
is fairly frequent, and patients should be 
warned of its possible occurrence, so they 
will not be worried if it appears. Acidosis 
may occur, due to loss of bases in the urine. 
It is, therefore, best to give 10 grains (0.65 
Gm.) of sodium bicarbonate along with each 
dose of Prontylin (sulphanilamide). 

The antidote to this drug is water (5,000 to 
6,000 cc. in a few hours), to wash it out of 
the body. 

To obtain satisfactory results, it is neces- 
sary that the drug be present in the patient's 


blood in a concentration of 10 to 15 mg. per 
100 cc. Therefore, give from 10 to 16 tablets 
(0.3 Gm.—5 grains—each) at the first dose, 


and then 3 tablets every 4 hours. In severe 
cases, from 8 to 10 Gm. should be given the 
first day. Milder cases should receive 3 tab- 
lets every 4 hours from the start.* The daily 
dose for children is 0.1 Gm. per Kilogram of 
body weight. 

For parenteral use (subcutaneous or intra- 
muscular), a soluble preparation, marketed as 
Prontosil, is best. This should be given in 
doses of 120 cc. of a 0.8 to 1.0-percent solu- 
tion per day, giving six doses of 20 cc. each, 
at 4-hour intervals. 

Sulphanilamide is a powerful drug in the 
types of infection which have been men- 
tioned, but because of its toxicity it should 
not be used carelessly nor indiscriminately. 


NUTRITIONAL FACTORS IN 
GRAVES’ DISEASE 
By James H. Means, M.D., F.A.C.P., 
Boston, Mass. 
Jackson Prof. of Clin. Med., Harvard Univ. 
Sch. of Med. 

In Graves’ disease the calcium excretion is 
very high, and osteoporosis may develop in 
late cases, though this deficiency is usually 
compensated by an increased intake. Physi- 
cians should, however, watch for this condi- 


*These doses are considerably larger than those 
recommended by the manufacturers—Eb. 
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tion in these cases (pains in the spine or 
extremities are suggestive), and should cor- 
rect it by diet. We should remember, also, that 
the too-vigorous treatment of obesity may 
cause thyrotoxicosis. 

Vitamin B; is needed in Graves’ disease, in 
proportion to the basal metabolic rate. A de- 
ficiency may affect heart conditions. We must 
watch this and increase the vitamin intake 
as indicated. Yeast should be given before 
thyroid operations, in every case. 

All patients with Graves’ disease should 
be studied in general, not merely the thyroid; 
and before operations in these cases the pa- 
tient should be gotten in as good general 
condition as possible, not merely by routine 
medication, but by every means in our power. 


THE ADRENO-CORTICAL SYNDROME 
By George W. Crile, M.A., M.D., LL.D., 
F.A.C.S., Cleveland, O. 
Amenorrhea, hirsutism, and diabetes are 
often associated with high mentality. Such 
people are frequently also hyperthyroid, and 
individuals in this class might well be called 

“Normal Phi Beta Kappas.” 

Socalled “hereditary mental ability” is 
often due to pathologic physiology in an or- 
gan that has memory, permitting continued 
activity—nerve tissues primarily, and the en- 
docrine glands secondarily. This purely phys- 
ical tendency to organic dysfunction can, of 
course, be inherited, and the result is an indi- 
vidual whose mental faculties, for a time at 
least, function at a high level. 

The character of the nervous stimuli sent 
out to glands does not determine the nature 
of the resulting activity. The end-organ alone 
does that. 

Patients with certain types of obesity, as- 
sociated with amenorrhea, will lose weight 
after adrenal denervation. Such people can- 
not take thyroid extract, even though their 
basal metabolic rate is low. They may even 
show hyperthyroidism, and still be fat. 

Adrenal denervation is a safe operation, if 
performed by a specially trained surgeon; but 
some of the patients who were operated upon 
early (while the technic was being devel- 
oped), died as a result of the destruction of 
the adrenal glands. 


VITAMIN B AND CARDIAC FAILURE 


By Soma Weiss, M.D., F.A.C.P., Boston, Mass. 
Associate Prof. of Med., Harvard Univ. 
Med. Sch. 

The cause of myocardial heart failure, in 
the absence of valvular lesions, is often ob- 
scure. It now appears that a good many such 
cases of cardiovascular dysfunction are due 
to an unbalanced diet, especially one which 
is deficient in the vitamin B complex, particu- 
larly vitamin B:. 
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LEADING 


Since it appears that “alcoholic” and preg- 
nancy polyneuritis are probably due to a de- 
ficiency of this vitamin in most if not all 
cases, and since pellagra is as common in the 
United States as we know it to be, it is not 
unreasonable to believe that beriberi may not 
be so rare in this country as is generally sup- 
posed. In fact, a considerable number of ob- 
scure cardiac conditions, when studied care- 
fully with this idea in mind, bear a close 
resemblance, in symptoms, electrocardio- 
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graphic findings, and myocardial morphology, 
to cases of “beriberi heart” reported from 
the Orient. 

The validity of this impression is strength- 
ened by the fact that, in these cases, the 
cardiac and other lesions, including the heart 
dilatation, tachycardia, and all the other 
symptoms, clear up within 24 to 48 hours after 
the administration of crystalline vitamin Bz, 
and the patients appear to be cured by this 
treatment, along with routine measures. 


Prevention of Prostatic Disorders 
By Edwin W. Hirsch, M.D., Chicago, Ill. 


Toway the value of preventive medicine is 

recognized more than ever before. The 
laity now realizes what the medical profes- 
sion has been teaching for years, that it is 
wise economy to deal with bodily disorders 
in their beginning stages. People who value 
life intensely, heed precautionary measures. 

Undoubtedly, the best developed type of 
prophylaxis practiced is that employed in car- 
ing for the teeth. We are constantly on the 
lookout for infected foci at the roots of teeth. 
By means of the x-rays, we determine the 
presence or absence of hidden infection. 
Dental cavities are filled even though the in- 
dividual is not inconvenienced by them. 
Brushing the teeth is part of routine life. 
Mouth washes are liberally employed to 
maintain oral hygiene. Children are being 
taught, what most adults know, that a healthy 
mouth is essential for a normal body. 

Proper mastication of food, a well balanced 
diet, avoidance of mental strain at meal- 
times, and a minimum of strong condiments, 
are factors which tend to obviate peptic and 
duodenal ulcer. By guarding against con- 
stipation, gallbladder disorders are markedly 
reduced. 

Fresh air, sunshine, nourishing food, and 
ample rest constitute splendid insurance 
against tuberculous infection. Air filtration, 
in industrial plants, definitely diminishes the 
incidence of silicosis. 

Gynecologists treat cervical erosions and all 
other infections in their incipiency. Such 
measures decrease the chances for cancer to 
develop. Practically every woman knows that 
it is prudent to have minor repair work done, 
so as to be spared the hazard of a major 
operation. 

In the sphere of urology, there has been 
little propaganda to awaken the male popu- 
lace to the necessity for having bladder and 
prostatic disturbances looked after in the 
early decades of life. At present, the urol- 


ogist is usually consulted as a court of last 
resort. Too often, he sees patients who have 
well-advanced lesions. It would be far bet- 
ter for the patient if he would go to the urol- 
ogist when his prostatic disorder is of a minor 
nature, for then the disability is much easier 
to treat. It is the general tendency for people 
to procrastinate in such matters, for they 
entertain the false hope that nature will tend 
to heal their malady. While the average 
body disorder has a tendency to correct itself, 
it is more often the rule for lesions of the 
genito-urinary tract to become worse rather 
than better. 
Early Symptoms 

Usually, patients are not appreciably dis- 
turbed by the early symptoms of prostatic 
gland disorders. Perchance there may be 
nothing more than a slight frequency of 
urination and a burning sensation on voiding. 
Sometimes, there is a vague heaviness in the 
perineum, or a pain across the lower back. 
Examination of the urine reveals a small 
amount of pus, and a diagnosis of cystitis— 
frequently referred to as “a touch of bladder 
trouble”—is often made. A urinary antiseptic 
is prescribed and, as soon as the annoyance 
associated with urination is no longer present 
and the pus has disappeared from the urine, 
the patient, as well as the physician, feels 
satisfied that the condition has been corrected. 

While many cases of urinary frequency are 
of a transient nature, due to such causes as 
undue exposure to cold or the immediate use 
of alcohol and similar etiologic factors, not 
infrequently it is a sign of pus in the prostate 
gland or seminal vesicles. Because it has 
been taught that prostatic disorder is an af- 
fliction of the aged, physicians often neglect 
to consider the prostate gland as a possible 
site of focal infection in young or middle- 
aged men. Not a few patients with prostatitis 
or seminal vesiculitis are incorrectly consid- 
ered to suffer from pyelitis. 
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PROSTATIC 


Examination 

In every case presenting any sign of 
urinary dysfunction, the prostate gland and 
seminal vesicles should be examined by dig- 
ital palpation per rectum. First one should 
note the general size of the gland, its con- 
sistency, the presence of any painful areas, 
and the comparative size of the right and 
left lobes. Then the vesicles should be sim- 
ilarly examined by extending the gloved 
forefinger above the prostate, to the right 
and left, at an angle of 45 degrees. 

The expressed secretion which appears at 
the meatus is collected on a glass slide and 
examined under the low and high power 
magnification of the microscope. If the mic- 
roscopic examination reveals large clumps of 
pus cells or myriads of single white blood 
corpuscles, we can be quite certain that we 
have located at least one important possible 
source of infection. Should large numbers 
of spermatozoa be evident, then we may 
rightly assume that we are dealing with an 
imperfectly draining seminal vesicle. 

Massage and dilatation of the urethral canal 
should be continued, at proper intervals, 
until the prostate gland and seminal vesicles 
are relatively free of infection. In this con- 
nection one should know that pressure ex- 
erted against the normal seminal vesicle is 
accompanied by a disagreeable sensation. If 
slight pressure produces such marked reac- 
tion that the subject attempts to remove the 
examiner’s hand because of the pain, there 
is every likelihood that the vesicles are har- 
boring infection. 

Other factors are often present which 
hinder restoration of the prostate and vesicles 
to normality. There may be an abnormally 
small meatus, strictures along the urethra, 
old periurethral gland infection, or an ad- 
herent foreskin, which may be responsible 
for the nidus of infection. Such pathologic 
factors need to be corrected before the pros- 
tate can be made normal. 


Sexual Activity 


Sexual habits also need to be considered. 
Premature ejaculation does not allow proper 
emptying of the seminal vesicles, and such 
failure favors the continuance of seminal 
vesiculitis. Urologic treatment directed to- 
ward the vesicles will not accomplish much 
unless the patient has normal, periodic evacu- 
ations of the sexual substances. Retained 
seminal-vesicle secretion furnishes an ex- 
cellent medium for bacteria. In many in- 
stances, the infected seed sacs are the cause 
of prostatitis. Weak erections need to be 
corrected, to insure proper drainage of the 
prostate gland. Withdrawal has a bad effect, 
in most cases, on the musculature of the 
prostate and vesicles. Prolonged abstinence 
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may work more harm than overindulgence. 
Many patients feel that, because their record 
is clear of venereal disease, they are immune 
from prostatic disorders. This is not so. The 
non-specific organisms of the genito-urinary 
tract infect the man who has not had gonor- 
rhea just as easily as they attack the man 
who has had a specific infection in his youth. 
There are many men who boast of a clean 
slate in regard to sexual diseases, who suffer 
from inflammation of the anterior urethra 
due to improper hygiene of the prepuce. 


Other Factors 


Often the cause of a prostatitis remains ob- 
scure, in spite of every investigative effort 
toward establishing the source of infection. 
A case in point recently came to my notice. 
Through a fortunate series of circumstances, 
I was able to obtain information relative to 
the sleeping habits of the patient. I learned 
that he slept on his abdomen, and that he 
often awakened during the night with a tense, 
painful erection. In this way he was un- 
consciously stimulating activity of the acces- 
sory sexual glands, which was keeping up 
his prostatitis and seminal vesiculitis. Cor- 
rection of this sleeping habit was a pertinent 
factor in aiding the amelioration of this con- 
dition. 

One of the perplexing and deceptive phases 
of the problem of prostatitis and seminal ves- 
iculitis is that the first examination often re- 
veals little information. If the ejaculatory 
ducts are swollen and almost entirely oc- 
cluded, they will keep the vesicular secretion 
from draining into the urethra, and accord- 
ingly we will not obtain any material for 
microscopic examination. Frequently, too, 
we have to contend with a “frozen seminal 
vesicle”; i. e., a condition in which the vesic- 
ular content is so congealed that will not flow 
through the ejaculatory duct, on the first or 
second massage. By dilatation of the ure- 
thral canal, we open the clogged ejaculatory 
duct, which promotes drainage. Because of 
these and other factors, it is wise never to 
render an opinion concerning the seminal 
vesicles until one has had an opportunity to 
observe the condition on one or two subse- 
quent examinations. 

It is no exaggeration to say that the sem- 
inal vesicles are glands of first importance, 
and yet they receive only a small fraction of 
the therapeutic consideration which is due 
them. To Wm. T. Belfield the medical pro- 
fession owes an everlasting debt for his labors 
in proving that the seminal vesicles play a 
major part in the cause of genito-urinary 
complaints. H. C. Rolnick, W. Scott Pugh, 
Jos. McCarthy, and others have shown, time 
and again, that the seminal vesicles are 
easily infected, and are disinfected with dif- 
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ficulty. Yet, the vesicles are amenable to 
proper treatment. By discovering the pres- 
ence of seminal vesiculitis early, and by its 
proper management, many cases of prostatitis 
and prostatic hyperplasia could be prevented. 

As yet, the urologist has produced no sta- 
tistics to indicate that he has cut down the 
incidence of prostatic enlargement. This is 
an obligation, however, that must be ful- 
filled. To accomplish this end, we must look 
for infections in the prostate and seminal 
vesicles in their early stages. Patients must 
be taught the essentials of penile hygiene. 
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The importance of sexual physiology should 
be stressed. Anatomic defects of the urethra, 
which are serving to keep up infection or 
which prevent good drainage of the genital 
products, must be corrected. 

General practitioners should not overlook 
the fact that the prostate gland and seminal 
vesicles are a common site of focal infection. 
Attention should be directed toward these 
glandular structures in the early decades of 
life, if we would save our elders from the 
misery which chronic infection entails. 

185 N. Wabash Ave. 





A Bed for Home Deliveries 
By Edmund Lissack, B.Sc., M.D., Concordia, Mo. 


FOR a number of years it has been my cus- 

tom, in home delivery practice, to replace 
the ordinary low bed, with its soft and sag- 
ging mattress, by a Simmons hospital bed 
having a firm mattress. This has served 
quite satisfactorily in normal accouchement, 


Figure 1 (Left): Showing the bed as it is brought to the patient’s home. 


simple to operate and comfortable to the pa- 
tient. This type of bed I herewith describe. 

This bed is inexpensive, easily and quickly 
demountable, looks like an ordinary bed, and 
gives the obstetrician all of the practical 
operative positions necessary for home de- 


It looks like an ordinary 


bed, and thus there is nothing about the appearance which may cause the expectant mother any fright. 
Figure 2 (Right): Showing the bed made up for delivery, with the foot end removed and ready for 


the delivery positions. ‘ 
in place and, therefore, are not shown in the picture. 


but when forceps delivery was indicated, the 
operative position was not satisfactorily ob- 
tainable, on account of the presence of the 
foot end of the bed. In order to overcome 
this difficulty I developed a delivery bed with 
a removable foot end, and provided with 
adjustable leg holders and convenient and 
comfortable tractors. 

Since most of our deliveries are, by neces- 
sity, conducted outside hospitals and often in 
homes with very small and inconvenient 
rooms, it was imperative to develop a bed 
which could be used both as a delivery bed 
and also as a lying-in bed, which would be 


Note the convenient tractor cords and grips. The adjustable leg holders are not 


livery and for postoperative repair work. It 
is taken to the patient’s home at some con- 
venient time before the expected confine- 
ment date and set up. 

This bed gives the full-length horizontal 
position; the short delivery position (by re- 
moving the foot piece); and the operative 
position for forceps delivery, permitting the 
perineum of the patient to be placed out be- 
yond the end of the bed, giving plenty of 
room for the use of instruments and later 
for the use of needle holders, retractors, etc., 
in repair work. 

The patient’s legs usually are steadied by 





August, 1937 


IODINE 


nurses, but if it is desired to use leg holders, 
adjustable mountings are provided into which 
these are inserted. Tractor straps of heavy 
sash cord, adjustable to shorten or lengthen 
the hand hold, are supplied with comfortable 
grip handles. The tractor cords fit securely 
into holding lugs on the sides of the bed 
frame. 

A Simmons link fabric spring and a good 
quality felt mattress are used. This gives the 
desired firmness, so essential in operative 
work, 

The frame is of seasoned oak construction, 
attractively stained and varnished so as to 
harmonize with the average household furni- 
ture, and is mounted on sliding furniture 
shoes. I made it myself, with the help of a 


patient who is a cabinet maker, at a total cost 
of about fifteen dollars. 


The total length of the bed is 74 inches; 
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total width 36 inches; total height of the sur- 
face, including the mattress, 36 inches. 

This bed has served most satisfactorily. 
The nurses like it and patients say it is very 
comfortable. After the delivery, the sheets 
are changed, the patient is made comfortable, 
the foot end is replaced, and the bed again 
gives the appearance of an ordinary bed. The 
patient uses this bed for about two weeks 
and then replaces it with her usual bed, so 
that it can be removed for the use of another 
patient. 

I am trying to arrange with the Simmons 
people for the production of a bed like this, 
in metal, on a quantity basis, which should 
make it somewhat cheaper, but in the mean- 
time, the cost of this bed is so reasonable 
that any physician who has an active obstetric 
practice could well afford to have one, or 
even two, if necessary, for regular use. 


Effect of the Oral Administration of lodine 


on the Leukocytes 
(A Preliminary Report) 
By Maurice Brodie, M.D., New York, N. Y. 


Laboratories of Manhattan General Hospital 


ARIOUS workers have studied the effect 

of iodine and iodides on the leukocytes of 
patients suffering from thyroid disorders. 
Jackson! found no appreciable change in the 
leukocyte picture of hyperthyroid patients 
following iodine therapy. Hertz and Lerman?, 
on the other hand, noted a decrease in total 
leukocytes after administration of iodine to 
patients with exophthalmic goiter. 

In the normal individual, Solis-Cohen and 
Githens’ believe that iodine induces leuko- 
cytosis. Podolsky4, after injecting iodine, ob- 
served a transient hypoleukocytosis, followed 
by a durable hyperleukocytosis with mono- 
nucleosis. The present study deals with the 
leukocyte picture found in normal individuals 
after oral administration of iodine. Deter- 
mination of the effect of iodine on phagocy- 
tosis was outside the scope of these studies. 


Technic 
The preparation used was a 5-percent iodine 
solution,* which was administered in about 
200 cc. of water. Standardized pipettes were 
used for leukocyte counts. Smears were 
stained with Wright's stain for differential 
counts, and according to the method of Cook, 
Meyer, and Tureen®, for reticulocyte counts. 
Normal young adults were used for the 


"Burnham Soluble Todine, which contains 5 percent 
total iodine in stable solution, but none of the metallic 
salts of hydriodic acid, was used in these studies. 


study. Their living habits did not vary ap- 
preciably from day to day during the control 
and experimental periods. All experimental 
counts were compared with control deter- 
minations made at corresponding hours of 
the day. 


Experiment 1 

The iodine solution was given in doses 
varying from 1 to 8 cc. to each of five in- 
dividuals at 9 am. Total and differential 
leukocyte counts were taken at 9 and 11 aM. 
and at 2 and 6 p.m. on that day, and also at 
24, 30, and 48 hours after the iodine admin- 
istration. No food was taken until after the 
11 a.m. count had been made, to minimize 
digestive leukocytosis. No further food was 
eaten until after 6 p.m. Control counts had 
been taken on a previous day at the same 
time intervals. 

Doses of 1 and 2 cc. caused no discomfort 
to the individuals, beyond the pungent taste 
of the iodine. Doses of 4 and 6 cc. caused 
dryness of the throat, and slight abdominal 
burning and nausea. These symptoms were 
relieved within 10 to 15 minutes by a glass 
of water. The individual taking the 8 cc. 
dose complained of marked salivation, burn- 
ing sensations, and nausea. A few minutes 
later he vomited a small amount of mucoid, 
iodine-tinged fluid. 

In none of the individuals was there a sig- 
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nificant change in the total or differential 
leukocyte count. After the 8 cc. dose (but 
in no other), there were toxic degenerative 
changes in the leukocytes. The polymorpho- 
nuclear cells especially showed granulation 
and vacuolization of the cytoplasm and slight 
nuclear degeneration. These changes were 
first noted 2 hours after the ingestion of the 
iodine, reached a maximum at 24 hours, and 
disappeared at 30 hours. At 24 hours there 
was leukopenia (4,000 cells), while at 30 
hours there was already a slight leukocytosis 
without the presence of immature cells. 

In none of the individuals was there evi- 
dence of a shift of the Schilling index to the 
left, nor was there any change in the reticu- 
locyte index. Table I shows the average 
leukocyte counts for the control and ex- 
perimental periods. 


_TABLE I 
Average Control Leukocyte Count 


Total | Polymorphonuclears 


honuclears _; Monocytes |Lymphocytes 
oi Neut. | Eos. Baso. | 7 
8274 | 5223 j241 16 240 2654 
63.2% |1.7% |0.2% 2.9% | 32.0% 
__ Average Experimental Leukocyte Count 
Total; Polymorphonuclears 
Neut. Eos. Baso. 
8292) 5660 | 91 16 


68.2% | 1.1% 





Monocytes | Lymphocytes 


2343 
28.3% 


“| 482 
0.2% | 2.2% 


Experiment 2 


The second part of this study was an in- 
vestigation of the cumulative effect of iodine 
on the leukocytes. One (1) cc. of iodine was 
given in water three times a day for seven 
days. Counts were made at 9 a.M. and at 
2 p.m. each day of the experiment, and for 
two days afterward. The experiment was 
controlled by counts made at the same times 
of day for four days prior to the experi- 
mental period. Throughout the course of 
this study the individual received a small 
meal at 11 am. and no further food until 
after the second count was made. 

At no time was there a significant change 
in the total or differential leukocyte count, 
nor was there any toxic degeneration of the 
leukocytes. The reticulocyte index remained 
constant during the control and experimenta! 
periods. Average control and experimental 
leukocyte counts are given in Table II. 
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TABLE II 
Average Control Leukocyte Count 
Polymorphonuclears | Monocytes ; Lymphocytes 
Neut. Eos. La 
5757 | 93 0 449 | 2600 
64.6% | 1.1% | 0.0% | 5.0% 29.3% 


- Average Experimental Leukocyte Count 


Total 


8899 


Total] Polymorphonuclears Monocytes Lymphocytes 
; Neut.| Eos. | Baso. 
6392 | 161 4 


167.0%!1.7% |_0.1% 


“9530° 41  — 
5.2% | 26.0% 


Summary and Conclusions 


A single oral dose of from 1 to 6 cc. of a 
5-percent solution of iodine, and repeated 
oral doses of 1 cc., given three times daily 
over a period of 7 days, produced no sig- 
nificant changes of the leukocyte count. 
There were neither marked nor consistent 
changes in the total or differential leukocyte 
counts, nor was there any shift to the left 
of the Schilling index. The reticulocyte in- 
dex remained constant throughout. 


The administration of a single 8 cc. dose 
resulted in degeneration of the leukocytes, 
especially the polymorphonuclear neutro- 
philes, which was most evident at 24 hours 
but had disappeared in 30 hours. The de- 
generation was accompanied by a slight 


leukopenia, followed by a temporary leukocy- 
tosis. 


The findings of this short preliminary study 
indicate that single doses up to 6 cc. or re- 
peated 1 cc. doses of 5-percent iodine solu- 
tion, given by mouth, produce no evident 
toxic effects on the leukocytes nor changes 
in the count. These doses were well tolerated. 
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THE PRICE OF LIBERTY 


A people may prefer a free government; but if from indolence, or 
carelessness, or cowardice, or want of public spirit, they are unequal to 
the exertions necessary for preserving it; if they will not fight for it when 
directly attacked; if they can be deluded by the artifices used to cheat 
them out of it; if by momentary discouragement, or temporary panic, or a 
fit of enthusiasm for an individual, they can be induced to lay their liberties 
at the feet of even a great man, or trust him with powers which enable 
him to subvert their institutions—in all these cases they are more or less 
unfit for liberty—Joun Stuart MIL. 
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High-Voltage X-Radiation in the Treatment 


of Carcinoma of the Breast* 
By Robert F. McNattin, M.D., Chicago, Ill. 


j= problem of the best method of treat- 
ment for carcinoma of the breast confronts 
the medical profession daily. All physicians 
wish to treat the patient so that the best 
result possible is obtained; but how to do that 
is a question. 

What causes this confusion? Of all the 
divisions of cancer, cancer of the breast has 
probably received as much scientific discus- 
sion as any other. The answer then, is, in 
my opinion, too many methods, too many 
theories, and the reluctance of Surgery to 
admit its limitations in the treatment of 
cancer. 

A review of the current literature, con- 
cerning the treatment of cancer of the breast, 
by any physician, does not enable him to 
proceed with certainty. A score of promi- 
nent surgeons advise that cancer of the 
breast be treated with surgery alone; an- 
other score advise surgery followed with ir- 
radiation as the best; still another group 
(greatly in the minority) advise irradiation 
followed by surgery as the best; and, still 
further, there is a group who believe that 
the best results can be obtained with radium, 
applied externally and interstitially; a very 
limited number advise that high-voltage 


*From the Department of Roentgenology of the 
Cook County Hospital, Director, M. J. Hubeny, M.D. 


x-radiation, properly and adequately applied, 
represents the best method, both from the 
clinical and financial point of view of the 
patient. Then, there are the advocates of 
simple mastectomy alone, simple mastectomy 
followed by x-radiation, and all the other 
combinations which might be developed, but 
always directed by a long-since-proved error, 
that cancer can be cured by cutting it out. 

Because of this apparent diversity of opin- 
ions concerning the treatment of cancer of 
the breast, this article is written in an at- 
tempt to clear away some of the present 
confusion. 

I have been working in the field of cancer 
exclusively for the past seven years, and 
one of the questions most often presented 
has been, “Tell me how to treat cancer of 
the breast so that I may have at least 10 per- 
cent of the patients living beyond three 
years; I am not asking for five years.” To 
answer such a question in a detailed fashion 
would require an article much longer than 
this is intended to be. I shall, however, at- 
tempt to simplify, in a measure, the problem 
of the conduct of treatment of carcinoma of 
the breast. 

The question which constantly besets the 
physician is the classification as to operable 
and non-operable cases. The classification 
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I use is based on my experience, as well as 
the experience of many associates. 


Classification 


Inoperable carcinoma: All persons 40 years 
of age and below. (It has been shown that 
carcinoma in young people is highly ma- 
lignant, and very few—less than 10 percent— 
have survived one year following radical 
mastectomy). 


All patients above 40 years of age who have 
palpable lymph nodes. (In this group 95 per- 
cent have not survived two years without 
recurrence, either locally or distant, and a 
large percentage have succumbed within that 
time.) 

Operable carcinoma: Patients of 40 years 
or above, without palpable or roentgenologic 
demonstration of metastases, and who have 
had adequate and properly applied pre- 
operative high-voltage x-radiation therapy— 
200 kilovolts (K.V.) or above. It will be 
found in many instances, following adequate 
and proper application of x-radiation therapy, 
that there will be no palpable disease, and 
consequently the surgeon will usually refrain 
from radical surgery. In some cases there 
may remain a palpable mass, some weeks fol- 
lowing the completion of the irradiation, and 
the surgeon may elect to do a simple mas- 
tectomy. This is not an imperative step, but 
if it is done, the surgeon has a much safer 
field in which to work and the incidence of 
recurrence is much lower. 

The more conservative method of simple 
observation, at first monthly, then gradually 
lengthening the intervals between observa- 
tions (not more than six months), enables 
one to detect any resumption of activity of 
the disease and, if this occurs, x-ray therapy 
should be instituted immediately. 

From the foregoing, one will arrive at the 
conclusion that, in my opinion, the number 
of operable cases of carcinoma of the breast 
is decidedly limited. That is correct, and I 
further believe that, in the course of the 
next ten years, the use of surgery in the 
treatment of carcinoma of the breast will be 
obsolete. 

What is the simplest, most effective, and 
most direct way to attack the problem of 
carcinoma of the breast? 

A definite diagnosis is important. In this 
field one may list the patients in one of three 
groups: 

1.—The clinically obvious group, in which 
will be found the advanced or moder- 
ately advanced cases with axillary and supra- 
clavicular metastases; the large, fungating, 
ulcerated type so frequently found in elderly 
patients, who have concealed knowledge of its 
presence from everyone until they are forced, 
because of the foul odor, hemorrhage, and 
pain, to reveal it. 
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2.—The group in which cancer is at first 
suspected, but not having all the classical 
clinical findings, leaves the physician a bit 
uncertain. In this group, the aspiration bi- 
opsy, so ably presented by Martin & Ellis,' 
serves as a most valuable aid. This method 
of biopsy, properly applied, results in a high 
percentage of positive diagnoses. It can be 
done in one’s office, obviates the necessity 
of hospitalization, and is much more con- 
servative, from the standpoint of dissemina- 
tion of cancer cells, than is local excision. 

3.—This group may be called “Indeterm- 
inate,” and includes all those cases which lack 
all the usual clinical findings of cancer, yet 
by subsequent development, either through 
surgical intervention with the accompanying 
histologic report, or by the clinical course of 
the disease, are proved to be carcinoma of the 
breast. In this group one finds a high per- 
centage of patients under the age of 40 years, 
proving beyond any question that cancer of 
the breast should be thought of early, regard- 
less of the age of the patient. 


The diagnosis having been established, 
histologically, clinically, or by a combination 
of these, what is the next step? 


Treatment 


One should make it a definite rule to have 
roentgenograms of the chest of all patients 
under treatment for carcinoma, regardless of 
its location; and, if the patient complains of 
pain or discomfort anywhere, to investigate 
that, to rule out or establish the presence 
of metastases. 


The h‘.):. oltage x-ray treatment of cancer 
of the breast is not complicated. It requires 
access to an x-ray machine of at least 200 
K.V.P. or above; the other factors—filter, 
time of exposure, etc.—may vary with the in- 
dividual radiotherapist. The divided dose 
principle, advocated by Coutard, of the Re- 
gaud Clinic, Paris, is the method of choice 
and the one I use exclusively in the treat- 
ment of all underlying carcinomas. 


The factors which we are using at the 
present time, and which are yielding most 
excellent results, are: 200 K.V.P.; 30 mil- 
liamperes (M.A.) current; 42mm. of copper 
and 1 mm. of aluminum filter; 50 to 60 cm. 
target-skin distance (T.S.D.); and single doses 
of 250 to 300 R units, measured in air; a total 
of at least 3000 r units to be administered to 
each field treated. The final total number of 
treatments administered depends upon the 
case. One should not attempt to outline a 
blanket irradiation, or fixed total dose, in the 
treatment of cancer, regardless of its loca- 
tion. It is known, however, that there is a 
constant minimum, so that treatment which 


1.—Martin, H. E., and Ellis, E. B.: Aspiration Bi- 
opsy. Ann. Surg., Vol. 92, 169-181, August, 1930. 
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falls below that minimum results in a high 
percentage of failures. The frequency of 
application of treatment also varies, depend- 
ing upon circumstances. 

At the Cook County Hospital, because of 
the tremendous number of patients, we find 
it necessary, in most cases, to deliver our 
treatment to one large field, which includes 
the supraclavicular and axillary lymph nodes, 
and administer at least three treatments 
weekly, on alternate days, for a total of not 
less than 10 treatments. Following this there 
occurs a very sharp radiation reaction, which 
can be controlled easily by local applications 


lontophoresis of Varicose Ulcers* 


EALING of varicose ulcers can be ex- 
pected only by increasing the peripheral 
circulation, improving the nutrition of the 
tissues, and eliminating the local anoxemia. 
Most of the remedies used in the past, such 
as rest and elevation, elastic bandages, and 
the like, “Unna’s Boot,” injection of the vari- 
cose veins, and ligation of the saphenous vein, 
were designed to effect such improvements. 

Injection of vasodilating drugs, especially 
acetylcholine, has also been used with the 
same purpose in view. Believing that the 
local penetration of such vasodilating drugs 
might be even more effective in Stimulating 
the circulation and healing tivé Varicose 
ulcers, acetyl-beta-methyl-choline chloride 
was introduced by the method of ionto- 
phoresis. 

During the period of treatment no patients 
were hospitalized or put to bed, but were 
urged to continue their daily occupations, 
which ranged from heavy manual to routine 
office work. 

No other form of treatment, such as injec- 
tions, was used during the course of the 
iontophoresis, A plain petrolatum dressing was 
permitted during the early stages of the treat- 
ment, if it made the patient more comfortable. 
Veins, if indicated, were injected only after 
the ulcer had healed. 


Technic of Treatment 


A standard 0.5 percent solution of acetyl- 
beta-methyl-choline chloride is used. Rein- 
forced asbestos paper is saturated with the 
0.5 percent solution of the drug and wrapped 
around the foot and leg as high as the knee. 
The ulcerated area is not covered until it is 
healed or covered by a firm crust. After this 
has occurred, the application may be made 


* Archiv. 


Phys. Ther., X-Ray, Rad., Feb., 1937. 
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of boric acid ointment. This reaction sub- 
sides within two weeks, post irradiation. 
The treatment of carcinoma of the breast 
with high-voltage x-radiation is a very large 
subject and one which cannot be properly 
elucidated in a short article, but I shall feel 
amply repaid if the physicians who read this 
will advocate high-voltage irradiation treat- 
ment in cancer of the breast as the first step 
to be taken. Subsequent steps to depend 
on the progress of the patient, the age, and 
extent of the disease. 
Cook County Hospital. 





directly over the healed area also. A mal- 
leable metal plate is placed over the wet 
asbestos paper and connected to the positive 
pole of a galvanic machine. The metal plates 
are never applied over the ulcerated area. A 
large. regular, moist pad is used as a dis- 
persive electrode. This is placed under the 
back and connected with the negative pole. 
The current is turned on and slowly in- 
creased to 20 .or 30 milliamperes. At the 
end of the treatment the current is slowly re- 
duced and turned off. Treatment is given in 
some cases daily, but generally two to three 
times weekly, from twenty to thirty minutes. 


Local Reaction—There is a characteristic 
local reaction, directly under the site of ap- 
plication of the drug. This consists of (1) a 
sensation of prickling, followed by one of 
warmth during the treatment; (2) the ap- 
pearance of goose-flesh immediately after 
removal of the asbestos paper; (3) a local 
blush of the skin; (4) sweating of the skin, 
which may continue from six to eight hours; 
(5) an elevation in surface temperature dur- 
ing treatment, followed by a drop during pro- 
fuse sweating (with accompanying evapora- 
tion) and a rise above the former level in 
from one-half to five hours. 

General Reaction.—A systemic reaction is 
also present, which is an exact duplication of 
those following the subcutaneous or intra- 
venous administration of the same drug.. This 
occurs practically always in very mild and 
prolonged form, but is rarely noted following 
iontophoresis. 

Fifty-four (54) cases of chronic ulcer have 
been treated by this method. Of these 11 
are under treatment. Of the 43 completed 
cases, only two did not show satisfactory 
results. 

JosEePH Kovacs, M.D. 

New York City. 
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Short-Wave Diathermy in Sinusitis 


\7 is fairly generally agreed that a pan- 

sinusitis accompanies each common cold and 
may persist as a complication, thus paving the 
way for greater susceptibility or actually 
causing subsequent infections, which in turn 
aggravate the sinusitis. 

Short-wave therapy is an effective pro- 
cedure in the treatment of chronic sinusitis. 
The cases treated covered an age range from 
13 to 65 years; the continuation of symptoms 
from a few months to as long as fifteen years; 
and the exhibition of sequelae from focal in- 
fection was fairly complete. The majority had 
been treated by other means—some conserva- 
tively and some more radically—so that there 
was more than one opinion as to the existence 
of sinus trouble. Fifteen treatments was set 
as a minimum, and a number of cases were 
given as many as fifty. 

An oily spray with one-percent ephedrine 
was used before treatments; postural drainage 
by bed elevation was advised to all; and, 
where there were no contraindications, potas- 
sium iodide was given. 

All cases in this group showed symptomatic 
improvement, with the added factor that the 
flare-ups in secondary foci are evidence of 
more than symptomatic response. The ac- 
complishment has less associated trauma than 
other methods.—Otiver C. Nickum, M_LD., in 
Nebr. St. M. J., Jan., 1937. 


—_——-_o—_——__—_—_ 


State Medicine is poorhouse medicinc. 
Tell your patients. 
—_—_—o————___—_"_"_——_ 


Foreign Bodies in the Nose and Ear 


A= ordinary hairpin will remove many for- 
eign bodies from the nose or ear. Intro- 
duce it flat, curved end first, along the side 
of the auditory canal or nasal septum, until 
it is just beyond the object, then turn it until 
the foreign body is caught in its curve, and 
gently withdraw—I. A. Ast, M.D., Chica- 
go, Il. 


Treatment of Hemorrhoids 


NJECTION treatment should not be carried 

out in the presence of infection or throm- 
bosis. It is of little value, or may be danger- 
ous, if the hemorrhoids are huge, of the 
external type (that is, covered by skin), or 
if they persistently prolapse. The latter type 
swells after injection, and prolapse would lead 
to strangulation by the anal sphincter, with 
severe pain and possible gangrene as con- 
sequences. 

With small, uncomplicated hemorrhoids, 
injection almost always affects a cure. Im- 
mediate injection of a bleeding hemorrhoid 
will frequently control serious hemorrhage. 
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Five-percent phenol in almond oil is in- 
jected high, at the base of the pile. The solu- 
tion is injected into the submucosa (not into 
the mucosa, or ulceration will result) until 
definite swelling appears, on which tiny cap- 
illaries can be seen. Three (3) to 5 cc. above 
each hemorrhoid is necessary, spaced at in- 
tervals of ten days. 

Never treat hemorrhoids without being 
certain that a carcinoma does not exist above 
them.—C. N. Morcan, M.D., in A. J. Surg., 
Apr., 1937. 


—_—_—_—__ OC" 


Removal of Cinders from the Eye 

BEFORE examining the eye, obtain anes- 

thesia by dropping in a 4-percent solution 
of cocaine, Butyn, or Metycaine. If no object 
is seen, a drop of watery Mercurochrome so- 
lution (or fluorescein), instilled in eye, will 
show scratches or ulcers on the cornea, or 
pieces of glass. A dull spud will remove any 
object that a general practitioner should at- 
tempt to deal with—H. L. Upprcrarr, M.D., 
in A. J. Surg., April, 1937. 
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Treatment of Styes 


RECURRENT styes are found in two groups 
of patients: First, sufferers from blephar- 
itis; and second, children and adults with 
normal lids, but who are anemic and over- 
worked, and lacking sleep, fresh air, and a 
balanced diet. Treatment must include that 
of anemia or other constitutional derange- 
ment, more rest, fresh air, nutritious, high- 
vitamin diet, and occasionally an autogenous 
vaccine. Yellow oxide of mercury ointment 
is of no value—Epb. J. Bassen, M.D., in A. J. 
Surg., April, 1937. 


e ———_- 


Physical Medicine in Gastro-Intestinal 
Conditions 


PEPTIC ulcer symptoms are often relieved 

by exposing the patients to infrared radia- 
tion for thirty-minute periods once or twice 
a day, preferably at a time when ulcer pain 


usually occurs. Heat and diathermy are 
antispastic, reduce the gastric hyperacidity 
and secretion, increase gastric motility, and, 
in general, cause relief of symptoms ordin- 
arily associated with these conditions. 

Gallbladder pain can be most effectively 
relieved by local applications of heat to the 
gallbladder area, preferably by diathermy. 
Some cases of chronic cholecystitis are im- 
proved, as can be demonstrated by the im- 
proved function observed in comparative 
Graham tests before and after the treatment 
series. 

Colonic dysfunctions should not be rou- 
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tinely treated with colonic irrigation. Most 
medicated solutions are apparently without 
value, or may produce inflammation or ulcer- 
ation. Too often repeated or improperly ad- 
ministered irrigations may change a mild 
constipation into an intractable colitis — 
Herman A. Oscoop, M.D., in Med. Rec., June 
2, 1937. 
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Treatment of Fibrositis (Lumbago, 
Stiff Neck) 


TH lesion, in many cases of “lumbago” or 

stiff neck, consists in the presence of fibrous 
tissue in the muscle aponeurosis or muscle 
sheath (fibrositis). Palpation of the painful 
area, if carefully performed, will often result 
in the discovery, subcutaneously, of small no- 
dules (rounded objects which feel like lymph 
nodes), and there is rigidity of the muscles. 

Iodex, or some other iodine-containing oint- 
ment, should be applied, followed by radiant 
heat (infrared rays for one-half hour), daily 
for one dozen treatments. If this fails, strong, 
deep massage must be used to break up the 
connective tissue and allow blood to circu- 
late freely —C. F. Orr Wurtre, M.R.C.S., L.R. 
C.P. (Lond.), in Brit. J. Phys. Med., May, 
1937. 

ea cacea 


Look for FACTS AND COMMENTS among 
the advertising pages at the back. 
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Heat Treatment of Chronic 
Prostatitis 


|N chronic prostatitis, hot water or hot saline 

solutions should be used as small enemas, 
to be retained a few minutes and then ex- 
pelled. A small rubber bag, made to fit the 
rectum, will permit more heat to be applied 
over a longer period of time.—L. F. MILuiken, 
M.D., in Penn. M.J., July, 1936 


BOOKS 


Davidoff and Dyke: Encephalography 


THE NORMAL ENCEPHALOGRAM. By Leo 
M. Davidoff, M.D., Assistant Professor of 
Neurology in the College of Physicians and 
Surgeons Columbia University; Attending 
Neurological Surgeon to the Neurological In- 
stitute of New York, New York City; and 
Cornelius G. Dyke, M.D., Assistant Professor 
of Radiology in the College of Physicians and 
Surgeons, Columbia University; Assistant 


PHYSICAL THERAPY AND RADIOLOGY 


363 


Director, in the Department of Radiology of 
the Neurological Institute of New York, New 
York City. Illustrated with 149 Engravings. 
Philadelphia: Lea and Febiger. 1937. Price, 
$5.50. 

Encephalography, once used only in the 
diagnosis of hydrocephalus and brain tumor, 
is now employed in diagnosing practically 
every intracranial disease. An increasing 
number of physicians feel the need for 
greater knowledge of the normal intracranial 
contents, as seen in the encephalogram. 

This book has been written to meet the 
needs of neurologic surgeons, neurologists, 
roentgenologists, pediatricians, internists, and 
general practitioners. It presents the funda- 
mentals of encephalography, based on the 
authors’ experience with 4000 cases and sup- 
plemented by a complete review of the litera- 
ture on the subject. It offers a description 
of the technic, the indications and contrain- 
dications for the performance of the test, and 
the reaction of the patient during and after 
the procedure. The book constitutes an 
encephalographic anatomy, presenting the 
anatomy of the living brain and its coverings, 
viewed by means of the contrasting shadows 
of tissues and gas. It provides an important 
fundamental aid to diagnosis and correct in- 
terpretation. 
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NEWS 


New Ultra-High-Frequency Tube 

A NEW oscillator and amplifier tube, es- 

pecially designed for use in ultra-high- 
frequency or short-wave service, pictured 
above, has been announced by the Westing- 
house Electric Co. It will permit a high 
output of the shorter wave lengths for ther- 
apeutic purposes. Simplification of the inter- 
nal supporting structure has made it possible 
to reduce the size of the tube to an overall 
length of 744 inches. 
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Are All Physicians Neurotic? 


A MEDICAL contemporary notes that a 

recent investigation finds that forty-six 
percent of senior medical students are neur- 
otic. This reminds us of the story about 
the famous psychiatrist, who was asked what 
percentage of boys masturbate. “Ninety per- 
cent, and the other ten percent are liars,” he 
promptly answered. We have yet to know 
a medical man (including ourself), who is 
not neurotic, to some degree. 

Why? The very nature of our work and 
our training makes such an outcome inevit- 
able. The medical student cannot lead a 
normal life, either physically, mentally, or 
emotionally. 

Physically, he works in smelly laboratories, 
dissecting rooms, and odorous clinics. His 
hours are long and his chances of recreation 
poor. He is exposed to every type of in- 
fection, from upper respiratory diseases to 
syphilis. Quite frequently he must live in 
a poor, crowded section of the city, without 
proper facilities for obtaining a well-bal- 
anced diet. 

Mentally, he is put through a deadening, 
mechanized routine. He is expected to 
memorize, memorize, and repeat parrot-like, 
a fast-coming and bewildering array of facts 
and figures, with rarely a chance to think 
them over in relation to each other, or, more 
important, to the patient. 

Emotionally, he has little stimulation to the 
higher things in life. No one makes any 
attempt to see that the future physician will 
be a man of culture and breadth of vision. 
How many medical men have any deeply in- 
telligent views on human needs? Sexually, 
the student is fully matured, but in view of 
the long, expensive course, the years of 
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hospital work, and the lean years to follow, 
only those who are well off or who have 
energy enough to hold an outside job, can 
be married. The remainder, lacking a nor- 
mal outlet, must depend on the occasional 
kindnesses of nurses, waitresses, or shopgirls, 
or remain continent, with all that implies in 
the way of sexual neuroses. 

Because medicine is crammed down his 
throat for years, he forgets that his work 
is but one part of life and that patients may 
be helped just as much by faith as by drugs. 
He loses the ability or the desire to criticize 
what he is taught, and accepts it as unre- 
servedly as the public accepts a politician’s 
promises. 

Unless he maintains a high standard of 
thought, the course of everyday practise will 
lower his mind to a vulgar level. Instead of 
true love, he sees gonorrhea and abortions; 
instead of happy marriage, he sees frigid 
women, unsatisfied wives, and errant hus- 
bands; instead of friendly, happy faces, he 
sees countenances and actions distorted by 
illness, fear, and irritability. He is drawn 
to the commercial level by selfish patients, 
who can afford each new luxury, but never 
can afford to pay an honest bill. He is drawn 
into competition by other physicians, who 
charge less than the lowest level at which 
good medicine can be practiced, who sell 
themselves and their services by virtue of 
advertising and personality, and who criti- 
cize his handling of difficult cases, usually 
without knowing the facts. 

If despite all these; the physician can keep 
his mind and his ideals lofty and his medi- 
cine scientific and yet kindly, there is no one 
in the world to whom he need feel inferior. 

Rape L. Gorrett, M.D. 





Hospitalese 


By George B. Lake, M.D., Waukegan, Ill. 


‘HERE are three entirely ethical ways in 

which a physician can make himself and his 
work known to his confreres and to the pub- 
lic: He can develop his skill and knowledge 
in some one or several lines to the point 
where his success as a healer will be so out- 
standing that his fame will spread from 
mouth to ear; he can prepare himself to talk 
so interestingly and instructively on one or 
several subjects that his services as a speaker, 
in person or over the air, will be eagerly 
sought; or he can embody his researches, ex- 
periences or cogitations in written articles, 
for publication in the professional or lay 
press. For most men, the last-named method 
is the easiest, but even that is no God-given 
endowment. It requires real and sincere 
study and work. 

While it is quite obvious (especially to 
foreigners who are trying to learn it) that the 
English language contains many inconsist- 
encies of spelling, pronunciation and con- 
struction, the fact remains that, when it is 
thoroughly known and used with intelligence 
and discrimination, it is one of the most 
fiexible and elegant methods for conveying 
ideas from one man to another. 

Physicians are supposed to be—and. very 
generally are—educated and cultured men, 
and their spoken communications, as a rule, 
substantiate this supposition; but when nine 
out of ten medical men sit down to write a 
professional article, they appear to forget 
that they have ever had any training or prac- 
tice in grammatical construction and lapse 
into a dialect that is in the class with the 
argot of the yeggs and hijackers. 

In writing up a medical history, in the 
wards of a hospital or in the office, the busy 
intern or practitioner finds it convenient to 
employ certain symbols and abbreviations 
which are fully understood by himself and 
by the other physicians and nurses who may 
have occasion to consult these records. Such 
notations are not supposed to be English, but 
merely a form of time-saving shorthand, 
which serves its purpose excellently. 

This is all well and good—until some 
ambitious man, with a proper and highly 
laudable desire to see his name and the re- 
sults of his labors in print, attempts to em- 
body the data from these case records in an 
article, and feels that he has done so when 
he has made verbatim copies of the notations 
on the charts. Then the stuff is a mess. 

Some misguided wouldbe authors seem to 
feel (obviously they do not think) that the 
way to write a technical paper is to leave 
out all of the articles, prepositions and con- 


junctions and most of the adjectives, as well 
as the predicates of about half of the 
sentences, and to use as many abbreviations 
as possible. B.M.R., C.AC., tid, T.A.T., 
R.O.A., and similar cabalistic signs will do for 
history sheets, but not for the pages of a high- 
class medical journal, unless the words they 
represent are to be used frequently in the 
same paper, and then they should be writ- 
ten out in full the first time and followed by 
the abbreviation in parenthesis, after which 
the latter may be used alone. 

We have all heard wise and able men, who 
should have (and no doubt did) known bet- 
ter, in the course of a line of shop-talk in 
the scrub-up room, make observations like 
this: “He had no temperature and his Was- 
sermann was negative, so I operated the case 
and removed the pathology.” This is not 
English: It is hospitalese. 

When such a melange of shocking barbar- 
isms is emitted in the course of more or less 
intimate dialogue, there may possibly be 
some excuse (though there is never any sound 
reason) for it, even though it corrupts the 
speech, and with it the thinking, of younger 
men who may hear it. But when such ex- 
amples of mangled syntax are permitted to 
appear in formal addresses or articles, there 
is neither reason, excuse nor any possible 
justification for such a lazy, sloppy, and 
wholly reprehensible practice. 

Everything not at absolute zero (minus 273° 
Centigrade) has temperature, so every human 
being has a good deal of it. A sick man may 
have an elevation of temperature above the 
normal, which is simply and properly called 
fever. 

There is no such object in nature nor 
concept in philosophy as a wassermann. There 
was once a Doctor Wassermann, whose test 
for syphilis is widely used and whose name 
is properly applied, as an adjective, in de- 
scribing the test. 

One may operate a jig-saw or a peanut 
roaster, but not a man. A surgeon can operate 
upon a patient, not upon a case, which latter 
word is merely an abstract symbol denoting 
a particular instance or example of some dis- 
ease or morbid process. 

Pathology is the science or study of the 
nature and results of disease—an intellectual 
concept; not a material object which can be 
seized with forceps and ablated with a scalpel. 
It is as ridiculous to say “The lungs showed 
pathology,” as it would be to remark that 
the throat contained laryngology or the 
bladder, urology. The organs may show 
pathologic changes or lesions or pathoses. 
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Following up this last line of thought, it is 
an equally loose locution to speak of the body 
as containing or exhibiting chemistry (an- 
other science). Blood chemistry, for ex- 
ample, is an abstract idea and cannot “show” 
anything; though blood-chemistry studies 
can, and often do, give us valuable informa- 
tion. Serology is still another science, and 
can no more be “positive” or “negative” than 
can arithmetic. Those terms are properly ap- 
plied to serologic findings. 

Launching a general attack upon a few of 
the most popular and pernicious errors of 
form and construction which one hears in 
medical talks and sees in professional jour- 
nals, “tubercular” means, characterized by the 
presence of nodules (we may have tubercular 
leprosy). An individual infected with the 
tubercle bacillus is tuberculous. 

The words, cystoscope, urethroscope, 
laryngoscope and such are nouns, symbolizing 
certain surgical instruments, and to use them 
as verbs is a shameful exhibition of profes- 
sional provincialism. It is as ludicrous to say 
that a patient was “cystoscoped” (or “x- 
rayed,” for that matter) as it would be to 
declare that he was “speculumed” or “scal- 
peled.” 

The appendix, the abdomen and the frontal 
sinus are definite, objective parts of the hu- 
man body. They may be large or small, 
normal or abnormal; but they can never be 
“acute” or “chronic,” as these latter terms 
refer to processes or diseases, not to organs. 
One is liable to suffer from acute appendicitis 
—never from an acute appendix (or abdomen 
or frontal sinus). 

Diabetic, prostatic and neurotic are adjec- 
tives, like ecstatic and parabolic, and it is 
very doubtful if there is ever any justification 
for using them as substantive nouns. It is 
far better practice to speak of a diabetic, 
prostatic or neurotic patient. “Diabetic sur- 
gery”—meaning operations upon diabetic pa- 
tients—is entirely beyond the pale, being not 
at all analogous to “prostatic surgery” which, 
properly used means surgery upon the pros- 
tate gland. 
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Intravenous, intramuscular and hypodermic 
are adjectives, properly applied to various 
types of parenteral injections, and should 
never be used to describe the drugs so ad- 
ministered (as “intravenous iron”) nor as 
substantive nouns. There is no more justifi- 
cation for saying “a hypodermic of morphine” 
than there would be for “an intravenous of 
arsphenamine.” For a physician to speak of 
any type of parenteral injection as “a shot,” 
in any except the most utterly informal cir- 
cumstances, should be enough to insure the 
revocation of his license to practice. 


Many more examples of medical solecisms, 
provincialisms, lazyisms and other types of 
professional jargon and hospitalese could be 
adduced, but these should be sufficient to set 
any perspicacious man thinking and turn him 
from his evil ways (if any) to the dictionary, 
the thesaurus and the textbooks of grammar 
and rhetoric. 


Heywood Broun is quoted as having said 
that the essence is more important than the 
form. If that is true, a correspondent of 
the Chicago Tribune remarks, then Mr. Broun 
should not find fault if a man says, “If ’'d a 
knowed I coulda rode I'd a went. But ifl’da 
went I couldn’t of et.” 


That may seem like an exaggerated in- 
stance, but considering the difference, in edu- 
cational and environmental background, be- 
tween the perpetrator of this horrible example 
of cruelty to the English language and the 
average physician, the things that editors find 
in certain manuscripts (some of which even 
leak through into the printed pages) are just 
as bad. 


The man who aspires to achieve any de- 
gree of fame as a medical writer should 
familiarize himself, not only with the prin- 
ciples of English grammar and composition, 
but also with the usages employed by the 
best writers in this field, and should avoid, as 
he would a pestilence, any tendency to lapse 
into hospitalese. 


307 Washington St. 


NOTES AND ABSTRACTS 


Social Security Taxes 

Crm tons of private laboratories, pri- 

vate sanitariums, and physicians em- 
ploying one or more helpers must make im- 
mediate tax returns as required under the 
provisions of Titles VIII and IX of the So- 
cial Security Act, to avoid further payment 
of drastic penalties which are now accruing. 


Every person employed in such work comes 
under the provisions of Title VIII, which im- 
poses an income tax on the wages of every 
taxable individual and an excise tax on the 
pay roll of every employer of one or more. 
This tax is payable monthly at the office of 
the Collector of Internal Revenue. The pres- 
ent rate for employer and employee alike is 
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one percent of the taxable wages paid and 
received. 

Under Title IX of the Act, employers of 
eight or more persons must pay an excise 
tax on their annual pay roll. This tax went 
into effect on January 1, 1936, and tax pay- 
ments were due from the employers, and the 
employers alone, at the office of the Collector 
of Internal Revenue on the first of this year. 
This tax is payable annually, although the 
employer may elect to pay it in regular quar- 
terly installments. 

The employer is held responsible for the 
collection of his employee’s tax under Title 
VIII, and is required to collect it when the 
wages are paid the employee, whether it be 
weekly or semi-monthly. Once the employer 
makes the one-percent deduction from the 
employee’s pay, he becomes the custodian of 
Federal funds and must account for them to 
the Bureau of Internal Revenue. 

This is done when the employer makes out 
Treasury form SS-1, which, accompanied by 
the employee-employer tax, is filed during the 
month directly following the month in which 
the taxes were collected. All tax payments 
must be made at the office of the Collector 
of Internal Revenue in the district in which 
the employer’s place of business is located. 

Penalties for delinquencies are levied 
against the employer, not the employee, and 
range from 5 percent to 25 percent of the tax 
due, depending on the period of delinquency. 
Criminal action may be taken against those 
who willfully refuse to pay their taxes. 

The employers of one or more are also 
required to file Treasury forms SS-2 and SS- 
2a. Both are informational forms and must 
be filed at Collectors’ offices not later than 
July 31, covering the first six months of the 
year. After that they are to be filed at regu- 
lar quarterly intervals. Form SS-2 will show 
all the taxable wages paid to all employees, 
and SS-2a the taxable wages paid each em- 
ployee. 

Participation in a state unemployment 
compensation fund, approved by the Social 
Security Board, does not exempt employers 
from the excise tax under Title IX; nor does 
the fact that there is no state unemployment 
compensation fund relieve the employer of 
his Federal tax payments. In those states 
where an unemployment compensation fund 
has been approved, deductions up to 90 
percent of the Federal tax are allowed the 
employer who has already paid his state tax. 
These deductions are not allowed unless the 
state tax has been paid. 
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This tax is due in full from all employers 
in states having no approved fund. The rate 
for 1936 was one percent of the total annual 
pay roll containing eight or more employees, 
and for 1937 it is two percent. The rate in- 
creases to three per cent in 1938 when it 
reaches its maximum. The annual returns 
are made on Treasury form 940. 

An employer who employs eight or more 
persons on each of twenty calendar days 
during a calendar year, each day being in a 
different calendar week, is liable to the tax. 
The same persons do not have to be em- 
ployed during that period, nor do the hours 
of employment have to be the same. 

Actual money, when paid as wages, is not 
the sole basis on which the tax is levied. 
Goods, clothing, lodging, if a part of com- 
pensation for services, are wages and a fair 
and reasonable value must be arrived at and 
become subject to the tax. 

Commissions on sales, bonuses and pre- 
miums on insurance are wages and taxable. 

Officers of corporations, whether or not re- 
ceiving compensation, are considered em- 
ployees for the purpose of taxation. 

Wages paid during sick leave or vacation, 
or at dismissal are taxable. 

Exercise great care in filling out Treasury 
forms SS-1 and 940. Directions are easy to 
follow and correct returns mean no unneces- 
sary delay. 

Guy T. HELvERING, 
Commissioner of Internal Revenue. 
Washington, D.C. 


Legal Responsibility Incident to 


Diagnosis 

A practitioner may disclaim his ability to 

diagnose or treat any particular disorder, 
and by so doing and by refusal to act, he 
protects himself against “backfire”; but if he 
makes a diagnosis he has assumed definite 
responsibility, since the patient is justified 
in placing reliance upon a diagnosis made by 
a licensed physician. * 

If he undertakes the diagnosis and treat- 
ment of a condition with which he has had 
no experience or of which he has no knowl- 
edge, he has assumed what may become a 
heavy burden. 

If you do not know, render first aid, refrain 
from giving an opinion, and send the patient 
to someone who is better qualified —FREpERICK 
FENNING, J.D., in Med. Ann. Distr. Columbia, 
April, 1937. 





A GENTLEMAN 
A gentleman is one who thinks more of other people’s feelings than of 
his own rights; and more of other people’s rights than of his own feelings.— 
MatrHew Henry BucknHam, former president, University of Vermont. 





THE SEMINAR 


"A MONTHLY POSTGRADUATE COURSE" 
& 


(NOTE: Our readers are cordially invited to submit fully worked up 
problems to the Seminar and to take part in the discussion of any or all 


problems submitted. 


Discussions should reach this office not later than the 5th of the month 
following the appearance of the problem. 


Address all communications intended for this department to The 
Seminar, care CLINICAL MEDICINE AND SURGERY, Waukegan, Ill.) 


Problem No. 6 (Diagnostic) 


Presented by Drs. J. D. Kirshbaum and 
R. H, Jaffé, Chicago, Il.* 


(See Cir. Men. & Surc., JuNE, 1937, Pace 267) 


RECAPITULATION: A man of 56 years had 

been well until three weeks before he was 
seen, when he became severely jaundiced and 
began to lose weight rapidly (he lost 40 
pounds). His appetite was poor and he felt 
full and belched after meals. His urine was 
brown. His past history was negative. 

Examination showed his skin and con- 
junctivae jaundiced; teeth poor, with pyor- 
rhea; liver edge one inch below the costal 
margin, smooth, firm, and tender. His stools 
gave chemical tests for blood; his urine 
showed bile; blood studies showed: hemo- 
globin, 80 percent; red cells, 4,050,000; leuko- 
cytes, 12,800; Wassermann test, negative; 
icterus inde:, 125 mg. per 100 cc. of blood. 
The Granam-Cole test did not visualize the 
gallbladder. 

Requirements: (1) Suggest the probable 
diagnosis. (2) What further examination 
would you have made? (3) Suggest treatment. 


Discussion by Charles L. Coyle, M.D. 
Corvallis, Oregon 


Acute yellow atrophy of the liver, my 
first impression, is a much more serious 
disease than the one described. It is an 
atrophy, although there may be an enlarge- 
ment first. It can be ruled out by testing 
the urine for leucine and tyrosine and in- 
creased ammonia, which are present in this 
disease. 

Carcinoma of the gallbladder might cause 
this syndrome and prevent visualization, but 
the stools would be cholic and the urine 
acholic. The jaundice must be due to ob- 
struction of the hepatic duct or its tribu- 
taries in order to produce acholic stools and 


“Adapted from Bul. Chicago M. S., March 27, 1937. 


368 


nonvisualization of the gallbladder. Abscess 
of the liver, fatty liver, amyloid liver, benign 
tumors and cysts, and Hanot’s cirrhosis pro- 
duce enlargement of the liver, but the stools 
are cholic. 

All causes of enlargement of a liver that is 
not smooth, such as cirrhosis and benign or 
malignant tumors, primary or secondary, 
may be ruled out, if we can rely on the re- 
port that the liver was uniformly enlarged 
and smooth. 

Suppurative cholangitis is associated with 
gallstones or some other cholecystic disease 
and may be ruled out if the patient’s history 
of previous good health is reliable. The same 
may be said of obstructive biliary cirrhosis. 
This rules out just about everything. How- 
ever, something may have been overlooked 
in the history or examination. The pyorrhea 
suggests an infectious etiology, although 
there may be no connection between the two 
conditions. I should favor suppurative chol- 
angitis for the diagnosis, with obstructive 
biliary cirrhosis as second choice. 


The only additional procedures that would 
be advisable are tests of the urine for leucine, 
tyrosine, ammonia, and melanin, and gastric 
analysis and x-ray study of the stomach and 
duodenum. This would rule out acute yellow 
atrophy, sarcoma, and carcinoma of the 
stomach with metastasis to the liver. I should 
make another attempt to demonstrate gall- 
stones by x-rays, after two weeks of con- 
servative treatment. 

For treatment I suggest rest in bed, a low- 
fat diet, and bile salts tablets to aid digestion 
and elimination. For lack of anything better 
to do, I should try giving the patient sul- 
phanilamide, which is reported to be of value 
in streptococcic infections. I should admin- 
ister analgesics and -sedatives, as required 
for relief of pain and insomnia, and cathartics 
for constipation. As soon as I thought the 
patient could stand it I should send him to 
a dentist to have his teeth extracted. 
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Discussion by E. C, Junger, M.D., 
Soldier, Ia. 

This case has all the earmarks of a gall- 
bladder filled with stones, and a partial 
common-duct obstruction. An x-ray study 
of the pylorus and duodenal cap should be 
made. An ulcer, with or without carcinoma, 
might be present in the stomach or duo- 
denum. 

The carious and infected teeth should be 
removed promptly. This should cause marked 
improvement in a few weeks, after which 


an exploratory laparotomy should be per- 
formed. 


Discussion By E. O. Houda, M_D., 
Tacoma, Wash. 


Intense jaundice of cumulative nature, 
coming on without acute pain, fever, and 
other signs of acute disease, is a relatively 
rare form of common duct obstruction. In 
this case the complete absence of symptoms 
usually associated with gallstones in transit 
dispels the probability of stone obstruction. 

The onset was too rapid to cause one to seri- 
ously consider the case as one of hypertrophic 
scirrhosis. 

Acute or socalled “catarrhal jaundice” 
might be expected to clear up before two 
months elapse. 

The constant presence of occult blood in 
the stools, especially when on a meat-free 
diet, is very suggestive. In fact, this is the 
most important bit of evidence in this case, 
suggesting slight but continuous bleeding and, 
with the recent loss of 40 pounds in weight, 
it is difficult to exclude the probability of 
an obstructive carcinoma at some point along 
the course of the common bile duct. The 
gallbladder could not be visualized because 
the liver functions were completely sup- 
pressed. 

Should the obstruction prove to be low 
down, on exploratory section, when “seeing is 
worth more then ten feels or a hundred 
guesses,” an anastomosis between a distended 
gallbladder and the duodenum (with proper 
regard having been given to the matter of 
blood coagulation time) should relieve the 
biliary obstruction permanently. 


Discussion by Ralph L. Gorrell, M.D., 
Clarion, Ia. 
This patient is apparently suffering from 
acute biliary obstruction, as deduced from 
the peripheral appearance of bile and its ab- 


sence from the stool. The abrupt loss of 
weight may be due to malignant disease or 
to inability to take nourishment. 

A chemical test of the stool for blood is 
very valuable procedure if the patient has 
been on a meat-free diet. Persistent blood 
indicates an area along the intestinal tract 
which is denuded of mucosa (ulcer, carci- 
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noma?). The cholecystogram would be 
negative, because the biliary tree is blocked 
and the damaged liver cannot be expected to 
handle the dye. 

The symptoms presented could be produced 
by an intestinal-tract tumor, so located as to 
produce biliary obstruction, such as carei- 
noma at the ampulla of Vater. A common- 
duct stone usually is productive of inter- 
mittent jaundice. Two conditions could be 
co-existent, of course. 

As an authority, whose name slips my 
mind says, “The final diagnosis of obstruc- 
tion is made at the operating table. I feel 
that possible cases of pancreatic carcinoma 
should be given the benefit of exploration, 
which may give relief and even cure.” Pre- 
operative blood transfusions, intravenous in- 
jections of calcium, and viosterol by mouth 
add to the safety of operating on a jaundiced 
patient. 

I did not mention the van den Bergh re- 
action, because the consensus nowadays is 
that it is not clinically diagnostic. A barium 
meal, followed by fluoroscopy and pictures, 
might be informative. 


Solution by Dr. Jaffé 


Carcinoma of the bile duct or pancreas 
was considered, but, in view of the short 
duration of the symptoms, the possibiliiy of 
catarrhal jaundice or a “silent” stone in the 
common duct could not be ignored. 

The patient vomited several times, and 
was transferred to the surgical ‘service for 
an exploratory laparotomy, which revealed a 
diffuse carcinoma of the stomach, with ex- 
tensive metastasis. No curative operation was 
possible, so the abdomen was closed. The 
patient lived three weeks. 

Autopsy disclosed adeno-carcinoma of the 
stomach and the common bile duct (probably 
two separate tumors), with metastases to the 
perigastric and peribiliary lymph nodes and 
to the liver. The severe obstructive jaundice 
was due to occlusion of the common duct, 
but the gallbladder was not greatly distended 
(as is usual in such circumstances), because 
the cystic duct was also occluded. 


Problem No. 8 (Medical) 


Presented by M. O. Robertson, M.D., 
Medora, Ind. 


RS. H., a widow with two children, 5 and 

7 years old, both having been forceps 
deliveries, and having been told that all fu- 
ture children would of necessity be forceps 
cases, married what she thought was a sterile 
man. But she was soon pregnant, and at 
term entered the hospital expecting another 
forceps delivery. The birth was, however, 
accomplished without any unusual difficulty, 
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as the baby was not large, though at full 
term. This child is now five years of age. 

Mrs. H. became pregnant a second time 
by the second marriage in December, 1936. 
This was her fifth pregnancy. 

In January, 1937, she reported her preg- 
nancy, and stated that she was having un- 
usual nausea. Ordinary remedies were given, 
but gradually the nausea increased. Along 
with antinausea remedies which are not very 
satisfactory in most cases, she was given 
corpus luteum and 50-percent dextrose solu- 
tion in the office, with only slight benefit. 
She was then put to bed and given glucose 
(dextrose) solution by rectum. 

The vomiting increased until even water 
could not be retained. A consultant felt that 
surely she could carry this baby, and she 
was placed in a hospital and given more 
corpus luteum, and more dextrose with saline 
solution subcutaneously, of which latter she 
received 1000 cc. daily, and felt better, but 
did not cease vomiting, but vomited during 
the night, and without taking anything into 
the stomach, so everything was withheld by 
mouth, and not even water given. 

After one week in the hospital, with no 
progress, she was taken to the operating 
room and a sterile catheter was introduced 
into the uterus at 5 p.m. The following day 
some pains were experienced; and at 6 a.m. 
the next day 0.5 cc. of pituitary substance, 
obstetric, was ordered given every 30 min- 
utes for 6 doses. After the second dose the 
pains were severe, and she was taken to the 
delivery room, where the fetus was found al- 
ready in the vagina. The afterbirth was re- 
moved with the gloved finger. She con- 
tinued to vomit for another week, but showed 
some improvement, and at the end of the 
second week in the hospital she was moved, 
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for financial reasons, to a private home, and 
the vomiting practically ceased. 

She had fever while in the hospital, after 
abortion, for a few days, up to 101° F. on 
one occasion during the second week. While 
in the private home, I saw her night and 
morning and her temperature never ex- 
ceeded 99° F. She had been given barbi- 
turates, and during the second week slept 
quite well. 

On the night of the tenth day postpartum, 
she awoke in the night and asked her mother 
some irrational questions. This was reported, 
and considered probably due to the barbi- 
turate, so this drug was discontinued. As 
she was now vomiting scarcely at all, and 
was able to eat, I permitted her removal to 
her home in the country, and told her all 
she needed was to eat and rest and regain 
her strength. 

On the fourteenth day postpartum, I was 
called and told that the patient had refused 
food and was weak and stuporous. I called, 
expecting to find it a false alarm, but was 
surprised to find that the patient was indeed 
stuporous, and answered questions only when 
urgently and persistently questioned. I again 
started giving dextrose, and she rallied some- 
what. She would look better and everyone 
would feel that surely now this patient would 
eat and regain her former health. When- 
ever the dextrose was omitted, she became 
worse. More than one consultant was called, 
and finally the family changed physicians. 
This patient was finally sent to the State 
Hospital for the Insane (probably unjustly) 
and died within one week after entering. 

Requirements: Suggest a tentative diag- 
nosis, giving reasons, and treatment. What 
further examinations would you have made, 
and why? 


MYSTERY, MAGIC, AND MEDICINE 


In the beginning, mystery, magic, and medicine were one and the 
same, and the healing methods that, thousands of years ago, sprang up and 
were developed by one group of primitive savages were the same type 
as those developed by all others, for primitive, or ancient, medicine is the 
expression of a philosophy that grows from the natural reactions of all 
ignorant men placed in hazardous surroundings. 

In the early days, long before civilization had developed, savage man 
was not, as some people believe, a carefree creature, living a free and 
idealistic life in the midst of an abundant Eden. By day, he slunk through 
the rough woods in search of food, in constant fear of death by stronger 
men and beasts. In the dark he hid from unseen terrors, and in his 
nakedness he shivered in the cold of night. Injured, he crawled to his 
lair to die of hunger or be murdered by ruthless enemies. 

The basic philosophy of primitive medicine was uniform throughout 
all the early peoples; they believed that supernatural forces caused disease.— 
Howarp W. Haccarp, M.D., in “Mystery, Magic, and Medicine” (Double- 
day Doran). 
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Prostatic Hypertrophy and the Endocrines* 


paosraric hypertrophy is a common con- 

dition that begins in early adult life and 
ranges to any age. The prostate in these cases 
becomes enlarged sufficiently to give symp- 
toms from which these patients seek relief. 
It has been generally agreed that there is a 
“male climacteric,” and it is not only in these 
cases, but also prostatic hypertrophy due to 
senility and latency of specific and non- 
specific infections, also benign prostatic hy- 
pertrophy, that are of interest to the endo- 
crinologist. 


The prostate secretes a hormone which 
conjoins with the absorption of infections and 
toxins. This causes some important changes 
in the prostate, such as prostatic dysfunction 
and various forms of prostatic hypertrophies. 

Just as infected fallopian tubes and uterus, 
with surrounding pelvic infiltration, produce 
pressure and neurasthenic symptoms, like- 
wise inflamed seminal vesicles and peri- 
prostatic infiltration produce disturbances 
that mey develop into general nervous and 
other distressing manifestations. 

Hypersecretion of the anterior lobe of the 
pituitary gland is a cause of hypertrophy of 
the prostate. The testicular hormone does not 
affect the testes directly, but exerts its effect 
upon the secondary sex organs. It is known 
that the testicular hormone exerts a restrain- 
ing effect on the anterior pituitary and 
gonadotropic principle, thus indirectly acting 
as a temporary check on testicular activity. 

When prostatic hypertrophy becomes a def- 
inite entity, the question arises primarily of 
how to overcome this condition which is en- 
croaching on the male reproductive glands. 
When prostatic hypertrophy persists, the next 
step is impotence or sterility, or both. 

The complaint of the average patient is loss 
of general physical activity, fatigue, insomnia, 
frequent and difficult micturition, nocturia, 
and perineal discomfort. 


The treatment must focus primarily on the 
prostate, with its inter-relationship of stimu- 
lating and inhibitory action of the endocrine 
group, and consideration of the intraprostatic 


*J. Mo, St. M. A., Apr., 1937. 


action to its component parts. It has been my 
method to give a water-soluble testicular 
hormone intramuscularly twice to three times 
weekly, to stimulate hypophyseal growth ac- 
tion until a proper balance is reached. Then 
the sex hormone Androstine, the liposoluble 
active principle, a physiologically standard- 
ized total testicular extract, is given for the 
stimulating action on the seminal vesicles, 
Cowper’s glands, and the testes. The inhibi- 
tory action of the prostate then becomes ap- 
parent and relief of the patient is noted in a 
feeling of well-being, a decrease of nocturia 
and greater ease in voiding, and the complete 
cessation of perineal pain. 

The results of this treatment, up to the 
present time, have been gratifying enough 
to warrant the writing of this article. It has 
been noted that, to produce the stage of well- 
being, the injections must be given once 
weekly over a considerable period of time. 

Victor H. Bergmann, M.D. 

Kansas City, Mo. 


a 


The General Practitioner and 
Treatment of Tuberculosis* 


T= general practitioner can treat the great 
majority of tuberculous patients, if he will 
but take a little time to study modern 
methods of therapy. 


Early infiltrative pulmonary tuberculosis, 
without bacilli in the sputum, will usually 
respond to rest in bed and supportive treat- 
ment. Patients whose roentgenograms in- 
dicate a lung cavity, need more active treat- 
ment. Collapse of the lung by air injection 
is being satisfactorily carried out in the pa- 
tient’s home or the physician’s office, for 
those patients who (1) will not go to a sana- 
torium; (2) are waiting to enter a sana- 
torium; (3) those who need to continue col-* 
lapse therapy after leaving the sanatorium. 
In Chicago, such treatment was often so 
satisfactory that the patient’s disease was 
controlled without sanatorium treatment 
being necessary. 


*J. A. M. A., May 8, 1937. 
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The only way of diagnosing tuberculosis 
of the lung earlier is by the x-rays. Symp- 
toms and physical signs are often absent in 
early tuberculosis. 

The control of tuberculosis ultimately de- 
pends on the general physician. “Unless the 
general practitioner is convinced of the im- 
portance of (health) studies, no public health 
scheme can be of . . . benefit.” 

All infective (“open”) cases must be 
isolated, and those persons in contact with 
such cases should be roentgenographed and 
treated, if necessary. 

B. P. Porrer, M.D. 

Secaucus, N. Y. 

a 
Look for THE LEISURE HOUR among the 
advertising pages at the back. 


Subcutaneous Injection of 
Oxygen* 
s any disease process that prevents adequate 
oxygenation of the blood, the administra- 
tion of oxygen is life-saving. 

Oxygen tents and complicated nasal cath- 
eter oxygen outfits are expensive and difficult 
to take to the patient’s home. 

Oxygen can be given subcutaneously with 
little trouble, little expense (all the oxygen 
is used), and less discomfort to the patient. 
Its effect is more prompt and certain when 
injected, as the lungs do not seem to be able 
to remove it from the air in certain condi- 
tions, 

In pneumonias, heart failure, asphyxia of 
infants at birth, renal diseases, syncope, elec- 
trocution, and accidents from anesthesia, 
oxygen by injection has been beneficial. In 
emergencies, air may be injected under the 
skin, as it contains 20 percent of oxygen. 
Babies are given all the gas that the thighs 
can hold. Adults are given 600 cc. There can 
be no overdose, because the blood will not 
take up any more oxygen than is needed. 

THEODORE STUCKART, M.D. 

Dubuque, Iowa. 

a 


lron Therapy for the Prevention of 
Sunburn 

T= unfortunate person, whose skin is so 
fair that even a slight sun exposure will 

produce a painful burn, will deprive himself 

of the benefits and pleasure of sunbathing if 

he is wise; he knows the suffering attendant 

to sunburn. 

I believe that iron therapy is a means of 
alleviating the suffering and ill effects experi- 
enced by those persons who are unable to 
enjoy even slight sun exposure, due to a very 
fair skin. 


*J. lowa St. M. S., April, 1937. 


ABSTRACTS Clin. Med. & Surg. 


Several adults known to be extremely 
sun-sensitive were selected and given iron, 
with the hope that they might benefit from 
this therapy as much as infants have done. 
The majority of this group were of the fair- 
skinned type, who reported that it was nec- 
essary to wear large hats and keep their 
bodies completely covered on the rare occa- 
sions when they visited the beach. If their 
bodies were exposed to the sun’s rays for a 
very short period of time, a painful sunburn 
was the result. 

This group was given 10 grains (0.65 Gm.) 
of iron and ammonium citrate in capsules, 
three times a day with meals. They were in- 
structed, at the end of a week’s time, to be- 
gin sunbaths: To start with a short exposure 
the first day and gradually increase the time 
until they were taking one-hour sunbaths. 
It is well to emphasize the harm which may 
result from an over-exposure to the sun. 

Within a short time after being placed on 
iron therapy, these patients reacted to their 
sunbaths by developing normal, healthy pig- 
mentation.—Howarp L. Eper, M.D., in Arch. 
Pediat., Dec., 1935. 

—_—_—_—_—_e_—" 


Sodium Chloride Poisoning* 


Gotu chloride, although usually con- 
“sidered an entirely harmless chemical, if 
ingested or injected in massive doses (about 
3 Gm. per kilogram of body weight), has 
produced fatal poisoning, with characteristic 
symptoms, in all of the 8 cases which have 
been reported in the literature. In the ninth 
such case, now reported, the patient recovered 
under treatment. 

A girl of seventeen years, weighing 102 
pounds, took several doses of strong salt solu- 
tion for the relief of menstrual cramps, in- 
gesting in one hour about 150 Gm. of sodium 
chloride. 

Symptoms: A few minutes after taking 
the last dose she developed dyspnea, choking, 
vertigo, nausea, and great thirst, and was ex- 
tremely nervous and weak. She retched re- 
peatedly but did not vomit, and had several 
loose stools. An hour later she was pros- 
trated, voided involuntarily, and showed 
muscular twitchings, constant lacrymation, 
and repeated lapses into unconsciousness. 
Her pupils were contracted and did not re- 
act to light; pulse, 120; temperature, 101° F; 
respiration, 40. 

Treatment: The stomach was at once 
washed with distilled water, and then 1,500 
cc. of the same agent were injected intra- 
peritoneally, followed’ by three administra- 
tions of 2,000 cc. of distilled water each, 
introduced into the stomach at half-hour in- 
tervals. After the first gastric dose was com- 


*Med. Rec., June 16, 1937, 
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pleted, the subcutaneous administration, in 
the axillary and abdominal regions, of 2,000 
ec. of physiologic saline solution was begun. 
Results: Retching ceased after the first 
gastric administration, and within 20 minutes 
copious urination began and continued for 
ten hours. Prostration, nervousness and 
twitching continued for several hours, after 
which her condition steadily improved and 
was entirely normal on the fifth day. There 
appear to have been no ill effects since then. 
WiiaM J. Scuatz, M.D. 

Allentown, Pa. 


Aberrant Measles? 


{A Case Report} 

A BOY, aged nine, was taken ill with head- 

ache and high fever on June 17, 1937, 
in the morning. At night he was broken out 
with a fine rash, followed by pinhead-sized 
papules. These papules then filled with white 
pus. This continued until I was called, on 
June 21, 1937. I expressed the pustules and 
there was no umbilication. One other of the 
children in the family had had a measly rash 
a week before, which disappeared in three 
days. 

These papules and pustules covered the en- 
tire body, except the face, the neck, the 
palms of the hands, and the soles of the feet. 
There were a few lesions on the tongue, but 
none in the throat. He had no coryza nor in- 
flamed eyes, such as one looks for in measles. 

When about 5 years old he had scarlet fever 
and chickenpox and was vaccinated as pro- 
phylactic against smallpox. 

I called another physician to examine the 
patient and, after much reading up on the 
subject, he found that measles would some- 
times terminate that way. 

I called upon the patient on June 22, and 
found the rash disappearing, the temperature 
normal, and the child up in a chair and feel- 
ing well. We reported the case as measles. 

I should be glad to see comments from the 
“CiinicaAL Mepicine family.” 

W. F. Errett, M.D. 

Kalamazoo, Michigan. 


icine 


Treatment of Rectal Pruritus 


T= patient with rectal pruritus must be 
told that these four rules must be consis- 
tently carried out: Ses 

1.—Avoid ‘scratching as much as possible. 
The more they scratch the longer the treat- 
ment will:take and the greater will be the 
damagé to their skin. 

2—Keep the parts clean, washing with 
plain’ water after every bowel movement. 

3.—Keep the parts dry by means of a dust- 
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ing powder, such as ordinary cornstarch, ap- 
plied two or three times a day and after each 
defecation. 

4—Keep the rectal ampulla empty. The 
great majority of these patients have rectal 
constipation, and should take an enema 
either of epsom salts or physiologic saline so- 
lution or of plain water, preferably at night 
before retiring. Do not use mineral oil. 

If these measures do not give relief, and 
examination has failed to disclose local or 
general causes for itching, inject Anucaine 
deep into the itching areas (one ampule), 
followed shortly by a hot sitz bath. This will 
relieve pruritus for from four days to three 
weeks.—M. P. Cowett, M.D., in A. J. Surg., 
Apr., 1937. 


The products we advertise are worthy of your 
attention. Look them over. 


—— eo 


Better Obstetrics 


WE need more obstetric physicians; less 
surgeons. The experienced general prac- 
titioner, with an obstetric conscience, is the 
best practitioner of obstetrics—Cuartes A. 
Gorpon, M.D., in A. J. Surg., April, 1937. 


Measles, German Measles, or 
Scarlet Fever?* 


|F the patient is an infant, the disease is most 
probably measles, as scarlet fever and ru- 
bella rarely attack small babies. 

If the disease began suddenly, it is probably 
scarlet fever. The onset of measles is grad- 
ual and insidious. German measles presents 
a full-blown rash as soon as symptoms are 
present. 

The Rash: If the rash is located in the 
axillae, bends of the elbows, and groins, it is 
probably scarlet fever. If the face is flushed 
(even without fever), but without rash, the 
throat reddened and “sore,” and the cervical 
lymph nodes enlarged, scarlet fever may be 
almost certainly diagnosed. 

If the rash involves the circumoral space, 
giving the face and lips a swollen, unnatural 
appearance, measles may be strongly sus- 
pected. Before the appearance of the rash, 
spots may be found on the inside of the 
cheeks (Koplik’s), which resemble 
grains of white sand on a red base. 

The macules of rubella are pink, as con- 
trasted to the bright red areas of measles, 
are irregular in shape and size (again the re- 
verse of measles), and fade without leaving 
the staining so characteristic of measles. En- 
largement of the postcervical glands causes 


tiny 


"Penn, M. J., Feb., 1931 
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the patient to complain of pain and stiffness 
of the neck. 

Absolute Diagnostic Points: (1) If the palate 
is not inflamed, the case is not one of scar- 
let fever; (2) the absence of leukocytosis is 
proof that the case in question is not one of 
scarlet fever, which usually shows also eosin- 
ophilia. 

Samuet S. Woopy, M.D. 

Philadelphia, Penn. 


————-@-——__- ——_- 


Protamine Zinc Insulin 


7 is widely distributed in nature, and 
there is reason to believe that, unlike lead, 
its occurrence in biologic materials is, in 
many cases, not accidental, but useful. Of 
special interest in the case of diabetes is the 
fact that, though zinc has been found in almost 
every tissue of animals, particularly large 
quantities have been found to occur in the 
pancreas. Furthermore, as Scott has shown, 
zinc is apparently a constituent of insulin, re- 
gardless of the method of preparation of the 
latter, and it is not there as an impurity, but 
is bound chemically. These facts, combined 
with the observation that zinc forms complex 
salts with amines and also that metals may 
be essential for the union of protamines and 
proteins led Scott and his co-workers to con- 
sider the possibility that zinc may play a part 
in the formation of the protamine-insulin 
complex, and that, by building up a more 
complex combination of protamine, insulin, 
and zinc, the action of the insulin might be 
more prolonged than with protamine and in- 
sulin alone—I. M. Rasrnowrtcx et al, in 
Canada. M. A. J., Sept., 1936. 


—_——_——_——___"_— 


Use our reader service department 
“Send for This Literature.” 
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Benign Lymphocytic Meningitis* 
BENIGN lymphocytic meningitis (sometimes 

called acute aseptic meningitis) appears 
to be a relatively rare syndrome, which clin- 
ically simulates acute purulent or tuberculous 
meningitis. 

Lymphocytic meningitis is characterized by 
an acute onset, simulating that of the puru- 
lent forms of meningitis, with headache, 
nausea, vomiting, neck pain, and moderate 
fever. The disease is self-limited, lasting 
from two to five or six weeks. Recovery takes 
place without residual effects. 

The cerebrospinal fluid shows a marked 
lymphocytic pleocytosis, without polymor- 
phonuclear cells. The cells may reach 1,000 or 
more per cubic millimeter. Protein in the 


*Minn. Med., Oct., 1936. 
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fluid is normal to slightly increased, but the 
sugar and chloride content do not vary from 
the normal range. The colloidal gold curve 
suggests meningitis. Thus far there is no 
evidence that the disease is infectious. 

This condition may be differentiated from 
the suppurative forms of meningitis by the 
fact that, in these, the cells in the spinal fluid 
are more numerous and are almost all poly- 
morphonuclear. In epidemic meningitis the 
spinal fluid shows the typical Gram-negative, 
intracellular diplococci. The spinal fluid in 
tuberculous meningitis shows relatively few 
lymphocytes, its sugar content is invariably 
lowered, and tuberculin tests and x-ray 
studies will assist in making the diagnosis. In 
syphilis, the Wassermann tests on the blood 
and spinal fluid will settle the question. 

Ortn P. Tuorson, M.D. 

Northfield, Minn. 


Should Protein and Carbohydrate 
Foods Be Eaten at the Same Time? 


TH claim is made that ingestion of proteins 

along with carbohydrate foods, leads to ex- 
cessive or prolonged hydrochloric acid pro- 
duction, interruption of starch digestion, and 
resultant fermentation. The fact is that the 


_ difference in the degree of hydrochloric acid 


production after the ingestion of protein foods 
and after carbohydrates is negligible —EucEeNne 
Fotpes, M.D., in Rev. Gastroenterol., June, 
1937. 


idence 


Diagnosing Syphilis 
Now that so much attention has been di- 
rected toward syphilis, a word about diag- 
nosis will not be inappropriate. 

It is not unusual to see a case of herpes 
progenitalis that has been diagnosed and 
treated as syphilis. There should be no dif- 
ficulty in the differential diagnosis. Herpes, 
in the male, appears as little clusters of ves- 
icles, either on the prepuce, glans, or in- 
tegument of the penis, and behaves exactly 
like herpes labialis. Even infected vesicles 
will not show the deep ulceration and foul 
base that is characteristic of a chancre. 

This afternoon I examined a woman with 
a diffuse eruption over the chest, upper 
arms, back, and thighs. She had been to a 
physician who diagnosed the case as syph- 
ilis, and gave her an intravenous and an 
intramuscular injection. She said that his re- 
port was to the effect that her Wassermann 
test was 3 plus, but she was unable to see 
the record. She had no history of primary 
sore and none could be found by her phy- 
sician, and she had a normal mouth and 
throat. The eruption was a typical case of 
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pityriasis rosea, the patches having the char- 
acteristic scaly centers. 

A distinctive copper-colored rash, associ- 
ated with mucus plaques in the mouth and 
throat, and a history of a primary lesion are 
pathognomonic of syphilis, and it is criminal 
to make a diagnosis of syphilis in a simple 
ease of pityriasis rosea. 

R. S. MacArtuur, M.D., C.M. 

Los Angeles, Cal. 
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Rules for Sane Living 


1 —Live naturally, without meddling with 
* the body functions except when they are 
evidently abnormal, and then get a doctor. 

2.—Eat clean, well-prepared food, that is as 
near the natural state as taste and conveni- 
ence will permit. 

3.—Wash your hands and face often, and 
other parts of the body as may be required 
to maintain your social status as a cleanly 
person. 

4—Immunize yourself and your children 
against such diseases as smallpox, typhoid 
fever, and diphtheria. 

5.—Keep your saliva and other secretions 
to yourself, and insist—without being too 
nasty about it—that others do the same. 

6.—Remember that a useful life, even though 
a short one, is better and more satisfying than 
a thousand years of fear. Let’s forget the 
darned germs and go places and do things, in 
a natural and intelligent way.—THuRMAN B. 
Rice, M.D., in Bul. Ind. St. Board of Health. 


(There is so much sound sense in these 
well-chosen words, that it might be a good 
idea if physicians would have these rules 
copied, in an attractive style, and framed to 
hang up in the waiting room, where their 
patients (and perhaps themselves) could 
study them.—Eb.] 


Ditton 


Rules for the Prostatic Patient 

THE prostatic patient should follow these 

rules: 

1—No exposure to cold, draughts, or wet 
feet. 

2.—Excesses—physical, mental, sexual, and 
alcoholic—must be avoided, but light exercise 
and fresh air are beneficial. 

3.—The diet must be light, with meats re- 
placed by vegetables and cereals, and beer 
replaced by small amounts of wine or 
whiskey. 

4—The bowels must be kept open, and 
water taken freely—E. L. Keyes, M.D., in 
“Keyes Urology” (D. Appleton & Co.). 
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Dandruff 


|X treating dandruff, vaseline or olive oil is 

thoroughly rubbed into the scalp twice 
daily, and a cap is worn at night. Once a week 
a thorough massage is given with sulphur 
soap or, if dry dandruff, tar soap or tincture 
of green soap. After repeated rinsings, the 
hair is allowed to dry, then annointed with 
olive oil or pomade. Constitutional treatment 
(anemia, especially; chronic infections) may 
be necessary, and the possibility of allergy 
should be kept in mind. 

These prescriptions are of value: 


B Acidi salicylici Ser 228i. 
Sulfuris dr. ss to ij .. 
Ung. aquae rosae q.s. ..3 i 
Sig.: Apply to scalp. 


BR Pot. carbonatis 
Ammon, carbonatis .... 
Glycerini 
Olei lavandulae 
Aq. dest. q.s. 
Sig.: A valuable hair wash; use as indicated.— 


E. A. Mutten, M.D., in “Handbook of Treat- 
ment” (F. A. Davis Co.) 


0.65 or 1.3 
2.00 to 8.0 


What to Tell the Ulcer Patient 


T is wise to tell the peptic ulcer patient 

frankly the nature of his disease. One 
should tell him that the ulcer does not seri- 
ously threaten his life, and does not tend to 
progress in severity (unless he gives it the 
opportunity, by breaking rules—Ed.), al- 
though it may interfere with his comfort and 
his activity from time to time. One should 
confess that there is no known means of af- 
fecting a certain permanent cure, but reas- 
sure him that there are various conservative 
measures which are able to make him com- 
fortable and efficient at his work; and he 
should be advised as to the necessity, hence- 
forth, of reporting regularly to his physician. 
Most patients are secretly convinced of the 
chronicity of their trouble before the physi- 
cian sees them. When their fears are con- 
firmed and allayed, they are transformed 
from a restless, dissatisfied group, wandering 
from doctor to doctor, into one that realizes 
the need for daily care, for attention to hy- 
giene and for occasional medical investiga- 
tion—E. S. Emery, M.D., in Archiv. Int. 
Med., Feb., 1935. 


A Correction 


[= the April, 1937, issue of “C.M.&S.,” on page 
156, the address of the Lupex Company was 


given simply as “New York.” 
Garden City, New York. 


It should be, 


















Diagnosis of Measles 
TH important points in diagnosing mea- 

sles are Koplik’s spots and leukopenia. Very 
small white points, on a red base, are found 
in the mouth in 95 percent of cases. Herpes 
(small vesicles) of the oral cavity presents 
large red areas, containing yellow, depressed 
centers, and is thus easily ruled out. In the 
differential diagnosis, do not forget that mea- 
sles and scarlet fever may coexist.——H. B. 
Kern, M.D., in Penn. M. J., Feb., 1929. 


"Stomach Trouble" 


Cer one patient in five who complains 
of “stomach trouble” or in whom gastric 
disturbances are a prominent feature, harbors 
gross lesions in the stomach or duodenum 
that can be visualized by roentgen-ray study. 
—Radiologic Maxims, in Radiol. Rev., May, 
1937. 


Ephedrine and Urinary Symptoms 


; omer asthmatics receiving ephedrine, 

complained of sphincter spasms, urgency, 
and pain on urination. Albumin and blood 
appeared in the urine. Acute retention of 
urine occurred in a few cases.—C. G. BANDLER, 
MLD., in A. J. Surg., April, 1937. 


Causes of Arthritis 


‘EERE are organisms in the bowel and in 

the gallbladder wall that are just as cap- 
able of inducing arthritis as are the bacteria 
from the teeth and tonsils—M. Rexruss, M.D., 
in Rev. Gastroenterol., June, 1937. 


Protein, Salt, and Hypertension 


,searat persons eating a high-protein diet 
have no increase in blood pressure and 
their hemoglobin is normal. 

People with hypertension do not habitually 
eat more protein or more salt than normal 
persons, and there is no evidence to prove 
that a low-protein diet, taken by a person 
with hypertension, will materially reduce the 
blood pressure, provided there is no anemia. 
—Drs. B. I. AsHe and H. O. MOSENTHAL, in 
J. A. M. A., Apr. 3, 1937. 
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The Colon in Dementia Precox 


, 48 cases of dementia precox studied, none 
showed anything abnormal in the size, 
shape, position or contour of the colon. Func- 
tionally, the tonus of the colon was decreased 
in 16 cases, normal in 12 cases, and increased 
in 20 cases. The emptying time of the colon 
was 48 hours for 14 cases, 96 hours for 14 
cases, 144 hours for 9 cases, 192 hours for 3 
cases, 240 hours for 3 cases, 288 hours for 3 
cases, and 336 hours for 2 cases. Thus the 
tonus of the colon was normal in 25 percent 
of the cases and abnormal in 75 percent; the 
emptying time was normal in 29 percent and 
abnormal in 71 percent—Purcett G. ScHuBE, 
M.D., in A. J. Digest. Dis. and Nutrition, Oct., 
1936. 


Finding the Chancre 


A CHANCRE may be inconspicuous, unrec- 

ognized, or overlooked; extra-genital or 
concealed; and _ self-treated until healed. 
Mixed infection may complicate the picture 
(follow up gonorrheal infections as to chancre 
formation and use of the Wassermann test). 
The chancre may be intra-urethral and give 
rise to a discharge—J. A. Mittspaucn, M.D., 
in U. S. Naval Med. Bul., April, 1937. 


Vague Abdominal Pains 
NDEFINITE abdominal symptoms may be 
caused by a kidney located in the pelvis. 

These symptoms are frequently without 
reference to the urologic tract (nonlocalized 
pain, indigestion, distress), or of apparently 
minor significance (slight burning on urina- 
tion, nocturia). —J. F. Luren, MLD., in U. S. 
Naval Med. Bul., April, 1937. 


Gout 


T= overweight, flabby-muscled sufferer is 

more often a victim of his own faulty 
metabolism than of focal infection. His hope 
lies in weight reduction by a marked de- 
crease in amount of food taken and absten- 
tion from rich foods. At the present time, 
there is a tendency to discard the diagnosis 
of gouty diathesis. This is an error, for such 
patients often show deposits of sodium urate 
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about the joints; more or less well-developed 
attacks of gout in the big toe or ankle; 
“cayenne-pepper” deposits in the urine; and 
may have renal stone (uric acid).—H. A. 
Hare, M.D., in “Diagnosis of Disease” (Lee 
& Febiger). 


oe—_——_- 


Peptic Ulcer 
Heavy responsibilities, excessive worry, or 
social frustration may lead to a gastroduo- 
denal ulcer, or cause exacerbations of the 
ulcer symptoms. Rest and release from 
worries bring about symptomatic relief— 
S. C. Rosrnson, M.D., in Ill. M. J., April, 1937. 


Varicose Veins in Children 
Varicose veins in a child should suggest a 
deep-seated hemangioma—H. B. Txomas, 
M.D., in A. J. Surg., April, 1937. 


a——____ 


Swelling of the Feet and Ankles 


- the feet or ankles are swollen, examine 

from the feet upward. Edema has been 
caused by impacted fibroids, trusses pressing 
over the femoral vein, incised and scarred 
buboes, as well as the more common renal 
and cardiac conditions, anemia, and a low- 
protein diet—R. L. Gorrett, M.D., in Iowa 
S.M.J., April, 1937. 


The "Safe" Period 


E “safe” period is impractical for a con- 

siderable portion of women (because of 
menstrual irregularity), and unworkable for 
some. It tends to destroy spontaneity in 
marriage, because it savors too much of 
punching a time clock.—PReNTIss WILson, 
M.D., in Med. Ann. Dist. of Columbia, April, 
1937. 


casa 


Observing the Patient 


T= thin man, with a peaked face and pro- 

vided with a warm overcoat, is probably 
suffering with a pulmonary or throat dis- 
order; while the heavily-built, phlegmatic 
individual, with a large head and well-filled 
paunch, is much more apt to suffer from 
gastro-intestinal or gallbladder inflamma- 
tion—H. A. Hare, M.D., in “Diagnosis of 
Disease” (Lea & Febiger). 
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Pneumoperitoneum Following 
Laparotomy 

FREE air in the peritoneal cavity of a pa- 

tient who has not been operated upon, is of 
very serious import, suggesting perforation, 
infection, etc., but is frequently without sig- 
nificance when found after laparotomy. 
Routine roentgenograms of 31 patients re- 
vealed the presence of air beneath the dia- 
phragm in 15. The air is usually found under 
the right hemidiaphragm and is absorbed in 
from two to four weeks.—J. D. Biscarp, M.D., 
in A, J. Surg., Mar., 1937. 


The "Fatal" Type of Appendicitis 


ca of appendicitis which prove fatal 
show the following symptoms: 

1—Pain in left lower abdomen, radiated 
down from the epigastrium or umbilical area. 

2.—Normal temperature. 

3.—Flat, soft, non-tender abdomen. 

4—Tenderness on rectal or vaginal ex- 
amination. 

5.—Irritation on urination, and urgency; 
possible desire for defecation. 

Such is the “pelvic” appendix.—Haroip 
Brunn, M.D. in Surg., Gynec., and Obst., 
Nov., 1936. 

——— 


Which Moles Become Malignant? 


T= common mole, especially if it has hair, 

rarely becomes malignant, even when ir- 
ritated. The smooth, shiny, black or slate- 
colored, “melanotic” mole is dangerous and 
must be removed widely, if irritated or bleed- 
ing.—JosepH L. Morse, M.D., in A. J. Surg., 
April, 1937. 

— 


Cancer of the Cervix 


jN doubtful cases, paint the cervix with an 

excess of Lugol’s solution. Normal cells 
take a mahogany-brown stain. Non-stain- 
ing cellular areas should be under suspicion 
of malignancy, and a portion should be re- 
moved for biopsy—Louis E. Puanevur, M.D., 
in A. J. Surg., April, 1937. 


iceman 


Inherited Syphilis 


|NHERITED syphilis may exist for many 

years in a state of latency, with no gross 
evidence and a negative Wassermann test.— 
C. S. Butter, M.D., in U. S. Naval Med. Bull., 
April, 1937. 


im 








THE DOCTOR'S STUDY 


NEW BOOKS 


Any book reviewed in these 
columns will be procured for our 
readers if the order, addressed to 
CLINICAL MEDICINE AND 
SURGERY, Waukegan, Ill., is ac- 
companied by a check for the 
published price of the book. 


To keep the power to teach parallel with the 
power to write, and the power to learn 
a little in advance of either, makes 
greatness.—ADA BORDEN STEVENS. 


Joslin, et al: Diabetes Mellitus 


THE TREATMENT OF DIABETES MEL- 

LITUS. By Elliott P. Joslin, M.D. (Har- 
vard), M.A. (Yale), Medical Director, George 
F. Baker Clinic, New England Deaconess 
Hospital; Clinical Professor of Medicine, Har- 
vard Medical School; Consulting Physician, 
Boston City Hospital; with the cooperation 
of Howard F. Root, M.D., Physician, New 
England Deaconess Hospital; Instructor in 
Medicine, Harvard Medical School; Priscilla 
White, M.D., Physician, New England Dea- 
coness Hospital; Instructor in Pediatrics, 
Tufts College Medical School; Alexander 
Marble, M.D., Physician, New England Dea- 
coness Hospital; Assistant in Medicine, Har- 
vard Medical School. Sixth Edition, Thor- 
oughly Revised. Illustrated. Philadelphia: 
Lee & Febiger. 1937. Price, $7.00. 

The senior author of this book is probably 
the leading authority on diabetes in the 
United States; and certainly there is no 
teacher of the subject, anywhere, who sur- 
passes him. His collaborators in this work, 
with their special knowledge of diabetic 
surgery and circulatory conditions and their 
experience in chemical research and in the 
handling of diabetic children, have con- 
tributed much to the broadening of the text. 
Dr. Root concentrates on the surgical dia- 
betic, the cardiovascular diabetic, and the 
diseases of the blood. Dr. White deals chiefly 
with the important topics of children, preg- 
nancy, and heredity; while Dr. Marble gives 
particular attention to non-diabetic glyco- 
suria, to early detection, prevention, and 
diagnosis of diabetes, and to the chemical 
and physiologic background of the disease. 

The discovery of protamine-insulin has 
necessitated a complete revision of this 
standard work and the addition of two new 
chapters indicating how the transfer of the 
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patient from regular insulin to protamine 
insulin may be effected and how the hazards 
involved in the process may be avoided. The 
author and his associates have here recorded 
their experience with more than 1,200 cases 
in which protamine-insulin has been 

This edition offers the general practitioner 
the fruits of years of intensive specialization. 
No previous edition of this work has been 
so informative and so thoroughly up to date. 
It presents a combination of scientific and 
clinical experience which is unexcelled. 


Gonzales, Vance, and Helpern: Legal 
Medicine and Toxicology 


| EGAL MEDICINE AND TOXICOLOGY. By 

Thomas A. Gonzales, M.D., Acting Chief 
Medical Examiner of the City of New York; 
Associate Professor of Forensic Medicine, 
New York University College of Medicine; 
Morgan Vance, M.D., Assistant Medical Exam- 
iner of the City of New York; Assistant 
Professor of Forensic Medicine, New York 
University College of Medicine; and Milton 
Helpern, M.D., Assistant Medical Examiner of 
the City of New York; Assistant Professor of 
Forensic Medicine, New York University 
College of Medicine; with a foreword by 
Harrison S. Martland, M.D., Chief Medical 
Examiner, Essex County (Newark), New Jer- 
sey; Professor of Forensic Medicine, New 
York University College of Medicine. New 
York and London: D. Appleton-Century 
Company, Inc. 1937. Price, $10.00. 

This is an authoritative work on legal med- 
icine and toxicology by a group of experts 
who have acquired their knowledge by the 
medical investigation of violent, sudden, and 
suspicious deaths in the second largest city 
of the world. The aim of these authors has 
been to prepare a book which would be suf- 
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ficiently complete to use as a satisfactory 
source of reference, but brief enough to serve 
the student as an introduction to medicolegal 
science. Much unnecessary detail, given in 
more extensive treatises, is, therefore, omitted. 

There are 32 chapters, 27 being devoted to 
legal medicine and the remainder to toxicol- 
ogy. The chapters on legal medicine are 
mainly concerned with the principal patho- 
logic conditions encountered in cases of for- 
ensic importance, including also the law in- 
sofar as it deals with physicians. The routine 
work of public medical examiners is dis- 
cussed in detail, and special technical pro- 
cesses used in medicolegal investigations are 
described at some length, these including all 
the newer methods, such as fingerprints, hu- 
man blood investigations, and the like. 

In the chapters on toxicology the text has 
been written from the point of view of the 
physician and pathologist, special emphasis 
being laid on clinical aspects. A good deal of 
medicolegal toxicologic investigation must, of 
course, be the work of special experts; but 
the book tells what the physician should do 
and how he should do it. A section on occu- 
pational toxicology is included. 

Every physician needs a good practical book 
on legal medicine and toxicology and this up- 
to-date treatise, written by men whose every- 
day business it is to deal with such matters, 
should ipso facto be a good one to put on the 
practitioner’s or student’s bookshelf. It is well 
illustrated with many pictures which are un- 
usual and gruesome, but highly instructive, is 
well printed, well indexed, and has the ad- 
vantage that it consists of one volume only, 
which is not too bulky for a handbook. 


International Clinics 


| NTERNATIONAL CLINICS. A Quarterly of 

Illustrated Clinical Lectures and Especially 
Prepared Original Articles on Treatment, 
Medicine, Surgery, Neurology, Pediatrics, 
Obstetrics, Gynecology, Orthopedics, Path- 
ology, Dermatology, Ophthalmology, Otology, 
Rhinology, Laryngology, Hygiene, and Other 
Topics of Interest by Leading Members of the 
Medical Profession Throughout the World. 
Edited by Louis Hamman, M.D., Visiting 
Physician, Johns Hopkins Hospital, Baltimore, 
Md. Volume II, Forty-seventh Series, 1937. 
Philadelphia, Montreal and London: J. B. 
Lippincott Company. Price, $3.00 current 
copy, $5.00 back years. 

The June, 1937, number of International 
Clinics comprises six sections—infectious dis- 
eases, abdominal diseases, diseases of the 
blood, diagnosis, treatment, and progress in 
obstetrics and surgery. 

In the infectious diseases section, Dr. F. 
Janney Smith opens with a paper on the 
“Co-Existence of Syphilis of the Aorta and 
Bacterial Endocarditis,” illustrated by three 
cases of the latter disease, in each of which 
the former condition was also present. Dr. 
James F. Rinehart contributes a good paper 
on “Vitamin C and Rheumatic Fever,” in 
which he shows that the vitamin deficiency 
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may be a strong etiologic factor. There are 
four other contributions, including an excel- 
lent paper by Drs. E. D. Friedman and Har- 
old H. Levy on “Actinomycotic Infection of 
the Central Nervous System.” 

In the section on abdominal diseases Drs. 
Julius Friedenwald and Samuel Morrison 
give a highly interesting paper on “The Clin- 
ical Significance of Abdominal Pain,’ in 
which the symptom is discussed from various 
viewpoints. Dr. Bernard J. McCloskey reviews 
“Certain Diseases of the Appendix Clinically 
Called Chronic Appendicitis,’ and Dr. R. R. 
Snowden gives a good clinical discussion on 
the “Importance of Definitely Establishing the 
Diagnosis in Every Case of Suspected Carci- 
noma of the Stomach.” 

In the other sections we note particularly 
the fine paper by Dr. John C. Sharpe on 
“Hemolytic Jaundice;” a good paper on “The 
Eye in Medical Diagnosis,’ by Dr. Elliott B. 
Edie; a paper on “The Care of the Breast and 
Nipples in Pregnancy and the Puerperium,” 
by Dr. Walter B. Mount, and one on “The 
Treatment of Diabetes Acidosis,’ by Dr. 
James H. Smith. 

This volume fully reaches the high standard 
established in previous issues of International 
Clinics. 


ceectideeeniibinensciocens 
Savill: Clinical Medicine 


SYSTEM OF CLINICAL MEDICINE. 
By Thomas Dixon Savill, M.D., Lond. 
Edited by Agnes Savill, M.D., and E. C. War- 
ner, M.D., F.R.C.P. 10th Edition. Baltimore: 
William Wood & Co. 1936. Price, $5.00. 
This is one of the relatively few books 
that are of value in the everyday work of 
tracing a patient’s symptoms back to the 
causative disease. The text is divided into 
sections covering every organ of the body, 
each section being written by a specialist. 
Each section of the book begins first with 
symptoms, then considers the pathologic con- 
ditions responsible. Such a book is more dif- 
ficult to write, but of far more value to the 
man in practice, than those of certain other 
types. It is written in a smooth, easily 
understood style (though a few typical Eng- 
lish expressions are found), and all the sec- 
tions have been brought up to date. After 
reading it, we know why it has gone through 
ten editions and six reprintings. 
Spee eases deena 


Davis: Cataract, Medical Treatment 


ATARACT: ITS PREVENTIVE AND 

MEDICAL TREATMENT. By A. Edward 
Davis, M.D., Consultant Opthalmic Surgeon, 
New York Post-graduate Medical School and 
Hospital, Manhattan State Hospital, etc. 
Philadelphia: F. A. Davis Company. 1937. 
Price, $3.00. 

This book marks the beginning of a new 
era for those in the cataract age. Instead of 
training opthalmic surgeons to remove catar- 
acts, attention is being paid to their causes, 
which is leading, in turn, to rational preven- 
tion and treatment. Just as prostatic hyper- 
trophy is becoming an endocrine problem in- 
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stead of a surgical one, cataracts are being 
demonstrated to be metabolic in origin. As 
Dr. Davis says, “A cataractous eye is a sick 
eye in a sick body.” The rapid development 
of cataract following dinitrophenol adminis- 
tration (for obesity), indicates this to be 
correct. 

There is general approval of the author’s 
systemic treatment, though the “specific” 
treatment with lens-antigen has not yet been 
widely accepted. This little book will help 
general clinicians to render a real service to 
their patients, especially the older ones. 


Massie: Surgical Anatomy 


SURGICAL ANATOMY. By Grant Massie, 

M.B., M.S. (Lond.), F.R.C.S. (Eng.), As- 
sistant Surgeon, Guy’s Hospital; Lecturer in 
Operative Surgery, Guy’s Hospital Medical 
School. Third Edition. With 153 Illustrations, 
Many in Color. Philadelphia: Lea & Febiger. 
1937. Price, $6.50. 

This work includes in a small compass a 
mass of information of special use to both 
the senior student and the general practi- 
tioner. It is written on a regional basis, short 
anatomic descriptions being supplemented by 
information on diagnostic and operative pro- 
cedure. Every effort has been made to strike 
a balance between the anatomic and the 
surgical matter. The number of illustrations 
has been augmented and the text slightly 
enlarged. This (third) edition presents all 
of the essential facts of anatomy in conjunc- 
tion with their clinical application and re- 
flects the anatomic and surgical teaching for 
which Guy’s Hospital is famous. 


Hirschmann: Rectal Diseases 


SYNOPSIS OF ANO-RECTAL DIS- 
EASES. By Louis J. Hirschmann, M.D., 
F.A.C.S., Ex-vice-President American Med- 


ical Association; Professor of Proctology, 
Wayne University; Consulting Proctologist, 
Wayne County Hospital, Detroit Receiving 
Hospital, etc. St. Louis: The C. V. Mosby Co. 
Price, $3.50. 

If every general practitioner had this handy 
volume on his shelves, and consulted it fre- 
quently, as it deserves, rectal diseases would 
be better diagnosed and better treated; rectal 
carcinomas found early. 

The work is practical throughout, empha- 
sizing simple, easily available methods of 
treatment. In the diagnosis of constipation, 
the author refers to the almost-forgotten 
charcoal test. Younger practitioners will find 
this procedure informative. He does not 
bring out the differential diagnosis of rectal 
and colonic constipation. (If a rectal ex- 
amination after bowel movement reveals fecal 
material in the rectum, the constipation is 
rectal in origin.) 

The chapter on local anesthesia is very 
much to the point, as it gives explicit direc- 
tions, tells what anesthesia and relaxation 
will be obtained and when local anesthetics 
should not be used. ; 
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Clear illustrations and brief descriptions 
bring out important points so clearly that the 
busy doctor can pick up the important de- 
tails of diagnosis or treatment while the pa- 
tient is undressing. 


Hutton: Maturity in Women 


W oman's PRIME OF LIFE. Making the 
Most of Maturity. By Isabel Emslie Hut- 
ton, M.D. New York: Emerson Books, Inc. 
1937. Price, $2.00. 

Here we have a volume as useful and ex- 
cellent in its choice and discussion of subject 
matter as its title is appropriate. The author, 
by the very caption, “Prime of Life,” as a 
substitution for “change,” and the timely sug- 
gestion in her subtitle, “Making the Most of 
Maturity,” promptly stabilizes the reader’s 
thinking. 

Dr. Hutton succeeds well in presenting, in 
a’ simple, concise, and attractive style, the 
material necessary in achieving the purpose 
of her book as she herself states it: “To put 
before women a short resume of the whole 
subject of the climacteric, and to give them 
directions for looking after their health so 
they may continue to lead a normal and ef- 
ficient life during this phase.” 

Introducing the subject by a review of 
well-established facts concerning menstru- 
ation and the menopause, the author con- 
siders physiologic changes at the climacteric, 
general disorders associated with it, hygiene, 
therapy, diet for slimming, and the place and 
value of exercise. The “Art of Living” is most 
aptly discussed; and marital considerations 
and medical help during the climacteric are 
given a place. 

Based on the soundest physiologic and psy- 
chologic studies and written in a direct and 
forceful style, this book is its own best rec- 
ommendation. It may well be a part of every 
woman’s library. Physicians and social work- 
ers will find it very useful, as will also hos- 
pital and clinic libraries. 

A. M.N. 
s 


1936 Year Book of Medicine 


HE 1936 YEAR BOOK OF GENERAL 

MEDICINE. Edited by George F. Dick, 
M.D., Lawrason Brown, M.D., George Minot, 
M.D., William B. Cash, M.D., William Stroud, 
M.D., and George B. Eusterman, M.D. Chi- 
cago: The Year Book Publishers. 1937. Price, 
$3.00. 

In this volume of 822 pages are packed the 
abstracts of a year’s progress in diseases of 
heart, lungs, blood, digestive system, and 
kidneys. 

Certain of the procedures described seem 
likely to become permanent additions to 
medical knowledge, as witness: the use of 
frequent feeding in bleeding ulcer patients; 
the relief of pneumonia pain by pneumo- 
thorax; the diagnosis of tuberculosis by the 
simple, painless tuberculin patch test; the re- 
lief of abdominal distension in pneumonia by 
the continuous suction apparatus (Wangen- 





August, 1937 


steen); Lipiodol lung x-ray studies by the 
general practitioner; and many others. 

Almost all the articles are thought-pro- 
voking, many are useful immediately in 
home or office practise. These “Year Books” 
are an excellent way to keep abreast of 
medical progress. 


——__—___—_@—__—_ 


Bircher: Goiter 


DAS KROPFPROBLEM. By Dr. Eugen 
Bircher, Hospital Director and Chief Sur- 
geon of the Canton Hospital Aarau (Switzer- 
land). Dresden and Leipzig: Theodor Stein- 
kopff, Publisher. 1937. Price, Rm. 12 (for 
Americans Rm. 9). 


Eugen Bircher, eminent surgeon and 


equally eminent soldier, has again placed the 
medical profession under his obligation by 
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the preparation of the present volume on 
goiter, which is one of a series of medico- 
surgical monographs issued for general prac- 
titioners. In 140 pages of text (41 illustra- 
tions), the author presents the anatomy, 
physiology, pathology and pathologic physi- 
ology of the thyroid gland, gives a practical 
discussion of the diagnostics and evaluation 
of the diverse inflammatory, degenerative, 
and neoplastic affections of the thyroid gland, 
and finally discusses the proper indications 
and limitations of prophylactic, medical and 
operative therapy. 

This small book is a true guide, providing 
many data not encountered even in standard 
works. It is replete with original ideas and 
interpretations of various problems in which 
the patient is regarded as a clinical entity and 
not as a mere owner of a morbid organ or 
lesion. 


G. M. B. 


New Books Received 


The following bcoks have been received in this office 
and will be reviewed in our pages as 
rapidly as possible. 


THE COMMON NEUROSES. Their Treat- 
ment by Psychotherapy. An Introduction to 
Psychological Treatment for Students and 
Practitioners. By T. A. Ross, M.D., F.R.C.P. 
2nd Edition. Baltimore: William Wood & 
Company. 1937. Price, $4.00. 

THE TRAFFIC IN HEALTH. By Charles 
Solomon, M.D. New York: Navarre Publish- 
ing Company, Inc. 1937. Price, $2.75. 

PHYSICAL DIAGNOSIS. The Art and 

Technique of History Taking and Physical 
Examination of the Patient in Health and in 
Disease. By Don C. Sutton, M.S., M.D. St. 
Louis: The C. V. Mosby Company. 1937. Price, 
$5.00. 
TABER’S DIGEST OF MEDICAL TERMS. 
Medicine, Surgery, Nursing, Dietetics, and 
Physical Therapy. By Clarence Wilbur Taber 
and Associates. Philadelphia: F. A. Davis 
Company. 1937. 

CLINICAL ALLERGY. By Louis Tuft, M.D. 
Introduction by John A. Kolmer, M.D., Dr. 
P.H., D.Sc., LL.D., L.H.D. Philadelphia and 
London: W. B. Saunders Company. 1937. 
Price, $8.00. 

QUESTIONS AND ANSWERS. Fundamen- 
tals of the Occult Sciences. By Manly P. Hall. 
Los Angeles: The Philosophers Press. 1937. 
Price, $3.00. 

MEDIZINISCHE PRAXIS SERIES. Vol- 
ume 18, Erbpathologie. Ein Lehrbuch fur 
Arzte und Medizinstudierende. By Dr. Otmar 
Frhr. V. Verschuer. Dresden and Leipzig: 
Verlag von Theodor Steinkopff. 1937. Price, 
paper cover, RM 8.—; cloth, RM 9.20. 

THERAPIE DER HERZKRANKHEITEN. 
By Prof. Dr. N. v. Jagie and Dr. Ernst Flaum. 
2nd Edition. Berlin, Germany: Urban & 
Schwarzenberg. 1937. Price, RM 10.50, paper 
cover; RM 12.00, cloth cover. 


EMANOTHERAPY. By F. Howard Hum- 
phris, M.D. (Bruzx.), F.R.C.P. (Ed.), D.M.R.E. 
(Cantab.) and Leonard Williams, M.D. Balti- 
more: William Wood & Company. 1937. Price, 
$3.00. 

NATIONAL HEALTH SERIES. Edited by 
the National Health Ccuncil. Ten of twenty 
volumes, some completely revised, the others 
published for the first time. LOVE AND 
MARRIAGE. Foundations of Social Health. 
By Thomas Walton Galloway, Ph.D., Litt.D.; 
FOOD FOR HEALTH’S SAKE. What To Eat. 
By Lucy H. Gillett, B.S., M.A.; STAYING 
YOUNG BEYOND YOUR YEARS. By How- 
ard W. Haggard, M.D.; TUBERCULOSIS. By 
H. E. Kleinschmidt, M.D.; WHY THE TEETH? 
By Leroy M. S. Miner, D.M.D., M.D., Sc.D.; 
YOUR MIND AND YOU. By George K Pratt, 
M.D.; THE HUMAN BODY. Some Rules For 
Right Living. By Thurman B. Rice, A.M., 
M.D.; HEAR BETTER. By Hugh Grant Ro- 
well, M.D.; DIABETES. By James Ralph Scott, 
A.B., M.D., F.A.C.P.; CANCER. Nature, Diag- 
nosis, and Cure. By Francis Carter Wocd, 
M.D. New York and London: Funk and Wag- 
nalls Company. 1937. Price, $0.40 per copy; 
$1.10 for three copies, postpaid. 

MATERNAL CARE. The Principles of 
Antepartum, Intrapartum, and Postpartum 
Care for the Practitioner of Obstetrics. Edited 
by Dr. F. L. Adair. Approved by the Amer- 
ican Committee on Maternal Welfare. Chi- 
cago: The University of Chicago Press. 1937. 
Price, $1.00. 

THE BASIS OF CLINICAL NEUROLOGY. 
The Anatomy and Physiology of the Nervous 
System in Their Application to Clinical 
Neurology. By Samuel Brock, M.D. Balti- 
more: William Wood & Company. 1937. 
Price, $4.75. 
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A Rescue "Tank" 


HE strange vehicle shown above is not an 

instrument of war, but one of mercy. It 
was designed and built by Donald Roebling, 
of Lake Placid, N Y., for rescue work in case 
of hurricanes and floods, and will travel on 
land or water. 


This “tank” is 24 feet long, 8 feet wide, 
weighs six tons, and is powered by a 110- 
horsepower motor. It contains a large com- 
partment for passengers and supplies. 


Pan American Medical Association 
Cruise 

HE seventh cruise-congress of the Pan 

American Medical Association will be held 
in January, 1938, the ship “Queen of Ber- 
muda” leaving New York on January 15 and 
returning on January 31. The main part of 
the Congress will be held in Havana, Cuba. 
This will be a splendid opportunity to com- 
bine the business of graduate study with the 
pleasure of a winter vacation in the tropics. 

For information and reservations write now 
to the Association at 745 Fifth Ave. New 
York City. 


Child Management Bulletin 


A NEW and revised edition of the bulletin, 

“Child Management,’ by Dr. D. A. 
Thom, has recently been issued by the Chil- 
dren’s Bureau, U.S. Department of Labor, 
Washington, D.C. This edition has a chapter 
on the important subject of mental hygiene 
in children, and other new material. If inter- 
ested, write to the Bureau for information 
about it. 


The Advertisements are 
NEWS. Read and use them. 
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American Board of Surgery 
Organized 


jN answer to the widespread demand for an 
agency which will attempt to certify com- 
petent surgeons, the American Board of 
Surgery has recently been organized. This 
Board is a member of the Advisory Board 
of Medical Specialties, which includes all of 
the boards of certification for the different 
medical specialties which have already been 
organized. Since boards were in existence for 
the certification of practitioners of some of 
the surgical specialties, such as ophthalmol- 
ogy, otolaryngology, obstetrics and gynecol- 
ogy, genito-urinary surgery, and orthopedic 
surgery, it is expected that the American 
Board of Surgery will be responsible for the 
certification of general surgeons as well as 
those practicing in the remaining specialized 
subdivisions of surgery. Those who are in- 
terested should write for full details to the 
Board, at 225 So. 15th St., Philadelphia, Pa. 


‘sieietiinimealllemenamuain 


Studying Time with a "Microscope" 
HE ultra-speed camera produces the ef- 
fect of “magnifying” time, as a microscope 

magnifies objects in the other three dimen- 


sions of space. The ordinary slow-motion 
picture magnifies time about four “diam- 
eters,” but this newer camera, making 
from 1,500 to 3,000 exposures a second, gives 
a magnification, at ordinary projection speed, 
of about 200 “diameters.” 
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